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Management of Upper Gastrointestinal Hemorrhage 


JoHN M. RumBatt, M.D. 


CORAL 


The frequency of upper _ gastrointestinal 
hemorrhage places this catastrophe as one of the 
most important emergencies met by the medical 
practitioner.'-* There are still many _ propo- 
nents of a conservative medical regimen; others 
believe that the surgical approach offers a better 
method.* It is obvious that in a small commu- 
nity lacking a blood bank and a skilled surgeon, 
fewer lives will be lost by using a conservative 
regimen. It is the purpose of this paper to stress 
certain measures that the medical practitioner 
may use to aid in the management and to stress 
the importance of teamwork between the medical 
practitioner and the surgeon. Medical and surgi- 
cal treatment are complementary, never antago- 
nistic. 

This discussion will deal primarily with peptic 
ulcer as the cause of upper gastrointestinal hemor- 
rhage. The other causes such as_ esophageal 
varices, hiatal hernia, gastritis, carcinoma of the 
stomach, and miscellaneous conditions such as 
telangiectasis and ulcerative lesions of the small 
bowel all must be considered when there is no 
evidence of peptic ulcer. 

There are 10 major -headings under which the 
management of hemorrhage will be discussed: 


1. Teamwork 


One of the first objectives in the care of the 
yatient is joiat management through cooperation 
f a medical-surgical team. The surgeon who 
‘ees the patient early will have a base line and 
sogC pick, Medical Service, Veterans Administration Hospital, 


Read before the Florida Medical Association, Eightietli An- 
iual Meeting, Hollywood, April 27, 1954. 
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will be better able to aid in the decisions to come. 
He should not be called in after all measures have 
failed and the patient is in extremis. If, as will 
be brought out later, the patient should require 
emergency surgery, the responsibility of the med- 
ical member of the team does not stop abruptly. 
He should go to the operating room with the sur- 
geon and stand by to offer advice to the surgeon. 
Some surgeons are reluctant to open the stomach 
and duodenum when no obvious ulcer is present. 
They either close up after an “adequate” explora- 
tory operation or perform a “blind” gastric re- 
section. Often by opening the stomach a lesion 
may be seen. At times this lesion is high and 
easily missed and may not be removed except by 
a generous resection. There are two other points 
that the medical practitioner can offer as sugges- 
tions to the surgeon: one is the use of a tam- 
ponade (esophageal) when bleeding seems to be 
coming from unsuspected esophageal varices; the 
other is the use of a tube fed into the duodenum 
to insure relief of pressure against a weakened 
duodenal stump in instances in which resection 
has been performed. When stump closure is dif- 
ficult and uncertain, it is wise to consider catheter 
duodenostomy. The surgical staff with which I 
am associated believes that removal of the ulcer 
or its exteriorization from the duodenal lumen 
is imperative though difficult. Recurrent bleed- 
ixg has occurred when this was not done. 
2. Blood Replacement 

The use of whole blood, red blood cell sus- 
pension, and plasma must be prompt and suffi- 
cient. Whole blood should be used during the 
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active bleeding period; however, when bleeding 
has ceased, the use of red cell suspension is best. 
The chance of introducing homologous serum 
hepatitis must always be considered. It is great- 
est with pooled plasma, less with whole blood, 
and uncommon after red cell suspension; there- 
fore, one should use the substance least likely to 
cause this complication. The mortality rate is 
much higher in homologous serum hepatitis than 
in acute infectious hepatitis © 

When a good blood bank is available, we have 
three units (1,500 cc.) of blood set aside and 
usually use 1,000 cc. initially, holding 500 cc. in 
reserve to be used if evidence of bleeding con- 
tinues. If active bleeding is still in evidence, the 
reserve pint is used, and an additional 1,500 cc. 
is ordered.7 This procedure is continued until 
either the bleeding has stopped or a decision in 
favor of surgical intervention has been reached. 

A question that is most frequently raised by 
interns, residents and house officers is, ‘How does 
one tell when active bleeding has stopped?” The 
answer to this question has been sought for many 
years, and there is no simple answer. Experienced 
clinicians feel more secure in their clinical judg- 
ment and can tell by observation plus the blood 
counts what is occurring in most instances. The 
others hope for some test that will give the an- 
swer. It is known that frequent determinations 
of the hemoglobin, hematocrit and red cell count 
are helpful, but may give false impressions owing 
to hemoconcentration or hemodilution. The meas- 
urement of the blood volume would certainly teil 
if there were an easy simple method that could 
be repeated frequently and be accurate. The use 
of Aqueous Solution Evans Blue (T 1824) is 
fairly accurate, but it is inaccurate when repeated 
at frequent intervals for it is removed by the 
reticuloendothelial system. Recently, the use of 
human serum albumin tagged with I!*! has al- 
lowed us to measure plasma volume and blood 
volume and by subtracting the former from the 
latter the total packed red cells.8 This method 
is said to have the advantage of being accurate 
when repeated at short intervals and also allow- 
ing one to estimate the amount of whole blood 
or red cell suspension needed so that the circula- 
tion will not be overloaded. It has the obvious 
disadvantage of only being available at those 
places handling isotopes and as yet has not with- 
stood the test of time. 

A simplified method based upon sound physio- 
logic principles has been proposed to aid in dis- 
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covering those who bleed heavily while under 
treatment. It is known that pressure in the renal 
vessels falls before one can record the fall in 
pressure at the brachial artery level. Renal blood 
flow is diminished, and therefore urinary output 
diminishes. By placing an indwelling catheter in 
patients with massive hemorrhage and measuring 
the output of urine every hour, at times one can 
predict early that a hemorrhage has occurred or 
that shock is imminent. Normally an output of 
90 to 150 cc. of urine will be excreted per hour. 
If this drops to 30 cc. or below, then one knows 
that the patient is bleeding. 

By placing a Levin tube in the stomach at- 
tached to suction, one usually obtains blood 
whenever active bleeding is present either in the 
stomach or duodenum. When blood no longer is 
aspirated, it would indicate that bleeding has 
stopped. At times this procedure may give one 
a false sense of security. It is not pleasant and 
may prevent the patient from getting rest. Elec- 
trolytic imbalances may also occur due to con- 
tinued gastric aspirations if it is continued for 
over 48 hours. 

In summary, it is believed wise for one to use 
all measures available, namely, frequent determi- 
nations of pulse, blood pressure, hematocrit, 
hemoglobin and red blood count, number of stools, 
et cetera, realizing the degree of inaccuracy. Then 
in certain instances the measurement of hourly 
urinary output may be helpful, and finally, if 
available, the use of serum albumin tagged with 
[131 js apparently an accurate means of deter- 
mining blood volume as well as an indicator of 
the amount of blood needed. The use of a Levin 
tube in the stomach is definitely of value. 


3. Sedation 


The anxiety caused by a massive hemorrhage 
is often great. The patient, therefore, should be 
kept in a drowsy state cut off from any emotional 
stress. Opium derivatives, particularly morphine, 
cause delayed emptying of the stomach and at 
times nausea and vomiting. The use of a bar- 
biturate is preferred. We have used phenobarbital 
sodium in 2 grain doses every four to six hours 
with good effect. Occasionally Demerol is used. 


4. Feedings 


Though the statistics as given by Meulen- 
gracht® are excellent, I have never thought that 
feeding all patients is sound judgment. Obviously 
when a patient is vomiting, he can take little if 
anything by mouth, and it is best to introduce a 
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Levin tube. As soon as one believes bleeding has 
stopped, feeding can begin. Acid digestion of a 
clot at the site of an ulcer crater may occur; 
therefore, control of the acidity is important even 
though the patient did not have ulcer symptoms 
prior to the hemorrhage. 


5. Immediate Treatment of Shock 

The use of plasma expanders such as Dextran 
has been found to be just as valuable as the use 
of human plasma, and the chance of serum hepa- 
titis does not exist; therefore, this substance can 
be used while one awaits whole blood. The syn- 
thetic antihypotensive drugs such as Levophed 
and Wyamine may also be helpful and should be 
available. 

6. Location of Site of Hemorrhage 

In most instances a careful history and phy- 
sical examination will suggest the possible cause. 
A barium swallow is not harmful in most in- 
stances; however, a cooperative Radiological Serv- 
ice is essential. Warthin'® and his group have 
added a radiologist to the team with improvement 
in diagnosis. When there is no history of ulcer 
and no evidence of portal hypertension, fluoros- 
copy after a barium swallow may be most help- 
ful, particularly if emergency surgery is contem- 
plated. Since peptic ulcer can and frequently 
does exist in the presence of cirrhosis of the liver, 
one should not assume that all patients with 
upper gastrointestinal hemorrhage who have evi- 
dence of chronic liver disease are bleeding from 
esophageal varices. The use of the Bromsulpha- 
lein test has been advocated as helpful by 
White;!! however, it is not diagnostic. This test 
may be performed in the presence of bleeding, 
and if there is retention of the dye (Bromsul- 
phalein) above 15 per cent, one can be fairly 
certain the patient has liver disease. Esopha- 
goscopy has been advocated as a helpful aid by 
Palmer!? in those patients with an enlarged liver. 
If bleeding is seen in the lower part of the 
esophagus, one can be fairly certain the site has 
been located. The presence of spider angioma 
indicates portal hypertension in over 50 per cent 
of the cases. In any event one should treat each 
instance of upper gastrointestinal bleeding as if 
a peptic ulcer were the cause unless there is in- 
dication otherwise. 

7. Observation 


Except for the utilization of teamwork, fre- 
quent observation is the most important item of 
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those listed. The medical physician should use 
the same principles as used by the obstetricians, 
that is, “sitting it out” with the patient. Record- 
ing the pulse, blood pressure, number and type 
of stools, as well as keeping account of the blood 
count, will aid in the decision as to when bleeding 
has stopped, and when and if emergency surgery 
is necessary, as well as lessen the anxiety of the 
patient. 
8. Other Medical Measures 

Various intragastric instillations have been 
tried in the hope that local application to the 
bleeding site will stop the bleeding. The use of 
topical thrombin with milk as a buffer may be 
tried.'* It is difficult to evaluate the results of 
this procedure, and it is harmless though expen- 
sive. Mechanical measures to stop bleeding from 
esophageal varices have proved to be of definite 
value,!4 particularly if a balloon is placed in the 
cardia and inflated with pressure being applied 
upwards toward the esophagus. In our hands 
tamponade has been life-saving in many instances. 

9. Emergency Surgery 

Each instance of massive hemorrhage must 
be evaluated by itself, and the setting up of 
dogmatic criteria for emergency surgery, that is, 
surgery during the active bleeding phase, is dan- 
gerous. The following situations have been enu- 
merated which generally indicate the necessity of 
emergency surgery; they, however, are not to be 
construed as definite indications: 

(1) When a patient does not stop bleeding 
after 48 hours of careful hospital care as pre- 
viously outlined. 

(2) When a patient who has had a massive 
hemorrhage manifested by shock again goes into 
shock due to hemorrhage, regardless of length 
of time in the hospital under good management. 

(3) When a patient has a definite history of 
severe ulcer distress prior to the hemorrhage and 
may have a penetrating ulcer on the posterior 
wall which commonly continues to bleed or may 
begin again after bleeding has once ceased. 

Usually in patients who have had repeated 
hemorrhages from a peptic ulcer, surgical means 
of treatment are advisable. These patients should 
be considered as anyone else in determining the 
necessity of emergency surgery. Repeated hemor- 
rhage in itself is not an indication for emergency 
surgery. The advisability of interval surgery is a 
different decision, 
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10. When Should Interval or Elective 
Surgery be Advised? 

Some who have written on this subject state 
that those who have had a gastrointestinal hemor- 
rhage who are over 40 (some say 45, others 50) 
years of age should have emergency surgery. This 
conclusion appears to be unfounded by experi- 
ence. The indications are the same regardless of 
age. Age and occupation will at times influence 
the decision regarding interval surgery, but here 
again individual evaluation is necessary, and strict 
criteria cannot be laid down. Under the follow- 
ing conditions interval surgery may be justifiable: 

(1) When a patient who has had previous gas- 
trointestinal hemorrhages experiences another 
hemorrhage in spite of good medical management. 

(2) When a patient has an ulcer on the 
posterior wall of the duodenum or a channel 
ulcer for recurrent bleeding can be anticipated. 

(3) When a patient has had one or more 
hemorrhages and is required by his work to be 
away from the availability of emergency treat- 
ment, as, for example, a merchant seaman. 

(4) When a definite ulcer can be demonstrat- 
ed in a hiatal hernia and the patient has had a 
severe hemorrhage. 

No attempt is made to discuss the type of 
surgery that should be performed. In our hands 
a generous gastric resection has been performed 
in most instances. Gastroenterostomy with va- 
gotomy is gathering more proponents as time 
goes along. The postoperative complications and 
sequelae of gastric resection are greater than we 
would like to see; so as good as it may be, it is 
far from the ideal treatment of peptic ulcer. 

Analysis of Cases 

These “ten commandments” of gastrointes- 
tinal bleeding are merely those set up at our 
hospital. There are obvious variations that best 
fit the individuality of any group. By laying out 
the course to follow and strictly adhering to this 
course with oniy the necessary individual detours, 
any group can obtain the same or better results. 
With this thought in mind the accomplishments 
of the past five years have been analyzed. 

In a five year study, from July 1948 to July 
1953, there were 302 admissions for the treat- 
ment of proved upper gastrointestinal hemorrhage 
(table 1). The episodes occurred in 255 patients. 
Fifty-two, or 17 per cent, were due to esophageal 
varices. One hundred and eighty-two, or 60 per 
cent, were due to proved peptic ulcer, and in 56, 
or 18.5 per cent, the cause was not definitely 
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determined in spite of repeated gastrointestinal 
roentgenograms and in many instances gastro- 
scopic examination. A small group of 12 episodes 
occurred due to such conditions as telangiectasis, 
hiatal hernia and one small bowel tumor. 


Table 1.— Upper Gastrointestinal Bleeding 
A Five Year Study 


Number 
Types Patients of Episodes 

Esophageal varices 38 52 
Proved peptic ulcer 158 182 
Etiology undetermined 51 5 
Miscellaneous group 8 12 

(telangiectasis, hiatal 

hernia, small bowel tumor) 
Total 255 302 


Of the proved peptic ulcers (table 2) 161 
were duodenal, 15 gastric, and 6 marginal or 
gastrojejunal. Emergency surgery, that is, sur- 
gery during active bleeding, was required in 17 
patients, 14 with proved duodenal lesions and 3 
with gastric ulcers (table 3). In 5 instances the 
cause was not definitely determined either at 
surgery or, as in 2 instances, even at autopsy. 
Interval surgery was performed in 22 instances. 


Table 2.— Hemorrhage From Peptic Ulcer 


Medically Emergency Interval 


Type Treated Surgery Surgery Total 
Duodenal 131 14 16 161 
Gastric 7 3 5 15 
Marginal 5 0 1 6 
Totals 143 17 22 182 


A further breakdown (table 3) shows a group 
of 143 episodes that by the generally accepted 
criteria (hemorrhage to cause the hemoglobin to 
fall below 8 Gm., the hematocrit determination 
to be below 30 per cent, and the red blood cell 
count to be below 3 million) are classified as 
massive hemorrhage. All of the patients requir- 
ing emergency surgery fell into this group; 22, 
or 15.4 per cent, required emergency surgery. 


Table 3. — Massive Hemorrhage 


(Hematocrit Reading Below 30 Per Cent or Hemoglobin 
Estimation Below 8 Gm.) 


Treated Emergency 





Type Medically Surgery 
Duodenal ulcer (proved) 91 14 
Gastric ulcer 7 3 


Hemorrhage, cause undetermined 23 5 
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Table 4.— Mortality — Excluding Esophageal 
Varices 


Number Deaths Per Cent 


Emergency surgery 


(during bleeding) 22 7 32.0 
Treated medically 

(surgery not required) 216 4 1.8 
Total number of bleeding episodes 238 11 4.6 


The mortality shown in table 4 is about the 
average of most published data except that the 
mortality among those requiring emergency sur- 
gery is a little higher. Analysis of the 7 deaths 
following surgery (table 5) discloses that pre- 
operative complications were present in 3 in- 
stances, and the postoperative complication of a 
“blown-out” stump occurred in 2 instances. A 
cardiac arrest was the cause in | instance, The 
problem of the duodenal stump has been solved 
since now we leave a tube in the duodenum in 
instances in which the tissue is friable and it does 
not appear that a good closure is possible. 


Table 5.— Medical Deaths 
M.G. No autopsy 
Clinical diagnosis 1. Hemorrhage, duodenai, due 
to duodenal ulcer 


F. R. Autopsy findings 1. Ulcer, duodenal, cause un- 
determined 
Complications 1. Hypertensive — 


cardiorenal disease 
J. D. No autopsy 
Clinical diagnosis 1. Pneumonitis, bilateral 
. Ulcer, duodenal, bleeding 


bh 


W.M. No autopsy 
Clinical diagnosis 1. Ulcer, duodenal, with 
hemorrhage 
. 2. Myeloid metaplasia with 
hepatosplenomegaly 


The 4 deaths occurring in patients not sub- 
jected to surgery all were complicated by some 
condition lethal in itself, namely, barbital poison- 
ing, hypertensive cardiorenal disease with uremia, 
pneumonia, and myeloid metaplasia with hepa- 
tosplenomegaly. In no instance did death occur 
from hemorrhage alone. 


Conélusion 


Upper gastrointestinal hemorrhage requires 
the close teamwork of the surgeon and medical 
practitioner; the latter should keep as close ob- 
servation on the patient as the obstetrician should 
on the patient in active labor. Ten major points 
are discussed that act as a guide to therapy. Sur- 
gery in the active bleeding phase need only be 
required in 10 per cent of patients with peptic 
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ulcer. Few patients need succumb to this hazard 
if the patient has a conscientious physician, ade- 
quate blood replacement, and a good surgeon. The 
deaths that result will be those of some irreversi- 
ble complication. 


Appreciation is expressed to Dr. M. H.. Todd, Chief of 
the Surgical Service, Veterans Administration Hospital, Coral 
Gables, whose cooperation made this teamwork possible. 

Miss Pauline Harrington of the Medical Records Library 
spent many long hours of tedious work in obtaining the sta- 
tistical material. Mr. Allen Weinberg aided in making and 
, hotographing the tables. These services are acknowledged with 
gratitude. 
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Discussion 


Dr. THomMas E. McKeti, Tampa: I think it is correct 
that the close observation of the patient by both physician 
and surgeon is the one most important factor in saving 
lives and knowing when emergency surgery must be done. 
The clinical judgment which one develops from using the 
laboratory aids and from watching the blood pressure, the 
pulse and the patient’s condition closely, constitutes the 
most important factor in reaching a decision as to surgery. 
I should like to ask Dr. Rumball to discuss in more detail 
the measures which can be used to tell when bleeding 
has stopped. 

Many of these patients are in the older age groups 
and thus more apt to have coronary disease. They are 
often in or near shock when seen, and if blood or other 
agents are not available, may remain so for some time. 
Because of sedation and shock, they may have none of 
the classical signs and symptoms of a coronary throm- 
bosis. The electrocardiogram should be added to the 
diagnostic weapons to be used in the management of a 
patient with massive hemorrhage. 

I should like to emphasize the importance of the use 
of a barium swallow in the patient with massive hemor- 
rhage. If the radiologist is not immediately available and 
if the attending physician has any familiarity with and 
training in the use of the fluoroscope, he should go ahead 
and give the patient a swallow of rugar barium. A small 
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ulcer often may be demonstrated. I suspect that the per- 
centage of cases in which a diagnosis cannot be made will 
be lowered by such a procedure. 

A most important point is to use no dogmatic criteria. 
It is certainly true that one cannot let a patient go too 
long having repeated bleeding. On the other hand, with 
adequate blood replacement one does not have to set any 
definite number of hours during which a decision must be 
made. Close observation of the patient is the best way 
to decide. 

We are often told about the greater risk of hemorrhage 
in the older age group. Statistically that is true, but a 
statistic is of cold comfort to the youth 21 years old 
who dies of a massive hemorrhage because he happens to 
be one of that 3 or 5 per cent or whatever the figures are. 
It seems to me that some of the most massive hemor- 
rhages I have seen occurred in persons under 35. 

Another point that I should like to cite is the value 
of the history. The patient without a history suggestive 
of an ulcer or other disease of the upper part of the 
gastrointestinal tract, who rather suddenly has a massive 
hemorrhage, may be under intense nervous strain. If he 
can be carried through that episode, he may be spared 
ever having to undergo gastrointestinal surgery since the 
conditions causing the stress are often so extreme that it 
would not be expected they would recur. A small acute 
ulcer or an erosion probably develops which heals rapidly. 

In any discussion of elective surgery, the patient whose 
first symptom of recurrence is hemorrhage must be con- 
sidered. If he cannot tell when he is beginning to get 
into trouble so that he can resort to some of the medical 
measures that are available, he should be offered surgery. 


Dr. Cuester C, Guy, Chicago: I greatly enjoyed Dr. 
Rumball’s and Dr. McKell’s comments on this important 
and difficult subject. I do not know any more difficult 
problem for a surgeon than to decide on exploration of a 
patient who is bleeding from an unknown source in the 
upper part of the gastrointestinal tract. It may be im- 
possible to find the source, especially when there is no 
accurate history or findings and one does not know 
where the bleeding is coming from. I noticed in Dr. 
Rumball’s statistics that in 20 per cent of his bleeding 
patients the diagnosis was never made as to the source of 
the hemorrhage. Certainly if the surgeon concludes that 
the patient must be operated on or he will otherwise 
bleed to death, then exploration is in order. One must open 
the stomach and put a finger down into the duodenum, or 
open the duodenum itself. On more than one occasion I 
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have had the experience of doing that, of finding no ulcer 
and being unable to palpate any lesion. Being sat- 
isfied that the hemorrhage was coming from the stomach, 
I have gone ahead and performed a subtotal resection, and 
when the specimen was opened, a small superficial ulcer 
was found. I also have had other cases in which the 
specimen showed no ulcer, and the patient continued to 
bleed and eventually bled to death. 

I agree with these gentlemen that there should be no 
attempt to standardize any formal program of treatment 
of these cases. Each one is different as an individual 
problem. The use of the Levin tube for continuous gas- 
tric decompression in our hands has been more helpful 
than the Meulengracht diet and feeding of these bleeding 
patients. Gastroscopy in our experience has not been 
helpful. We recommend that any man with a known 
ulcer, or woman, who has had at least two active hemor- 
rhages be operated on, and particularly if the patient is 
past 45 years of age. 


Dr. RuMBALL, concluding: In reply to Dr. McKell’s 
question, regarding the ability to know when a patient 
has stopped bleeding, I can safely say there is no specific 
method that determines this. 

Regarding radiographic examination during the active 
bleeding phase, one must emphasize that manipulation 
should not be carried out; however, by filling the stomach 
with barium little, if any, harm can be done. 

Regarding the indications for emergency surgery dur- 
ing the active bleeding phase, I might say that from our 
experience there appears to be no real contraindication to 
emergency surgery. I realize that this is a dogmatic state- 
ment and might be difficult to defend. 

One final point I wish to throw in for controversy is 
the time-honored division by age of patients who have 
had gastrointestinal hemorrhage. I do not think statistics 
will bear out the conclusion that all patients over 40 or 45 
or 50 with gastrointestinal hemorrhage should be subjected 
to surgery. So I will disagree with my good friend, Tom 
McKell, on this one point. I believe that the age of the 
ulcer and the amount of scarring surrounding the ulcer 
crater are more important than the actual age of the 
patient. On dissecting the pancreatic-duodenal artery or 
other vessels in the area surrounding a peptic ulcer, one 
rarely, if ever, sees atherosclerosis in these vessels. [n 
fact, one usually sees a normal vessel. Only the fibrosis 
of the ulcer itself has caused the artery to be a little more 
firm, which observation again makes me re-emphasize the 
point that the age of the ulcer, the amount of the fi- 
brosis, and the size of the ulcer are much more impor- 
tant than the age of the patient. 
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Effect of Cortisone on Infections 


JouHN P. Rowe tt, M.D. 
ST. PETERSBURG 


It has been about five years since Hench, 
Kendall, Slocumb and Polley! reported on the 
favorable action of cortisone on rheumatoid 
arthritis, yet in this time ACTH, cortisone and 
hydrocortisone have come to occupy a most im- 
portant place in therapeutics. Their use is be- 
coming more widespread, the cost of the prepara- 
tions is dropping and production is soaring. In 
view of the increasing use of ACTH and the 
corticosteroids it is essential to re-examine some 
of the basic physiologic effects of these potent 
therapeutic agents. 

The action of ACTH is essentially the same as 
that of cortisone, but there is a difference in its 
clinical use. There is a limiting factor in the 
use of ACTH in that the adrenal cortex is capable 
of a maximal response but no more, while the 
effect of cortisone is limited only by the size of 
the dose. Most of this discussion, therefore, 
will concern cortisone and hydrocortisone be- 
cause they have greater capabilities for adverse 
effects. 

It has long been known that cortisone has a 
deleterious effect on infections. This fact ante- 
dated the clinical use of cortisone; as early as 
1932 Cushing? directed attention to the hyper- 
susceptibility to infections of persons suffering 
from pituitary basophilism, a condition asso- 
ciated with an increased production of cortical 
hormones. 

In the early animal experimentation Selye* 
noted that large doses of cortisone in the rat pre- 
disposed to the formation of pulmonary abscesses 
and if given at toxic dose levels, it caused fatal 
systemic infections due to otherwise nonpatho- 
genic organisms. Similarly, Antopol* noted that 
in mice receiving cortisone there developed in- 
fections from ordinarily nonpathogenic organisms 
while control animals in the same cage were not 
so affected. 





Read before the Pinellas County Medical Society, St. 
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In studying the effects of cortisone on bac- 
terial infection Mogabgab*® injected rabbits with 
Group A streptococci. Of the 86 control rabbits, 
3 died, while of the 85 rabbits treated with corti- 
sone, 78 died. Germuth, Ottinger and Oyama® 
at the National Institute of Health performed 
experiments on the effect of cortisone on infec- 
tions in rabbits. They were able to show that 
cortisone temporarily inhibited the local response 
to infection (subcutaneous injection of pneumo- 
cocci); nevertheless, progressive bacteremia and 
death followed. Tissue studies demonstrated that 
instead of the usual response to infection (neutro- 
philic leukocytes, necrosis and thrombosis of 
small blood vessels), the cortisone-treated animals 
showed little leukocyte response, and the blood 
vessels were normal. Bacterial growth pro- 
ceeded in the tissues, however, followed by seed- 
ing into the blood stream and septicemia. They 
stated: ‘The most striking characteristic of 
animals treated with cortisone was a tendency 
to develop a fulminating bacteremia.” 


In further tissue studies Ebert and Barclay? 
used the rabbit ear chamber technic with which 
they were able to observe by direct microscopy 
a thin layer of vascularized connective tissue. 
They found that with the use of cortisone, first, 
vascular tone was better maintained; second, 
there was a reduction in damage to both arteriolar 
and venular endothelium regardless of the type 
of inflammatory stimulus; third, as a result of 
the increased integrity of vascular endothelium 
there was a decrease in diapedesis of leukocytes 
and reduction in exudate. They stated: “If the 
reactivity of small blood vessels is reduced, it 
becomes apparent that disease states will be 
favorably or unfavorably influenced, according 
to the ‘usefulness’ of the inflammatory response 
to the human organism.” 


Kass and Finland® recently reviewed 73 sep- 
arate studies of infections in animals and sum- 
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marized as follows: (a) Cortisone and ACTH 
usually depress resistance of laboratory animals 
to a wide variety of bacterial, viral, protozoal and 
fungal agents. (b) ACTH or cortisone may 
activate latent infections or render animals sus- 
ceptible to fatal infection by inhabitants of the 
respiratory or intestinal tracts which ordinarily 
are nonpathogenic. (c) Depression of resistance 
occurs regardless of whether the resistance is 
native or acquired. (d) Effective doses of ACTH 
or cortisone are usually associated with evidence 
of increased multiplication of the pathogen, more 
widespread dissemination and diminished local 
inflammatory response. (e) Infected animals re- 
ceiving cortisone or ACTH may succumb to 
smaller doses of infective agent than do ani- 
mals not receiving these hormones. (f) When 
ACTH or cortisone is given in conjunction with 
antibiotics, the hormones generally reduce the 
effectiveness of a given dose of antibiotics. (g) 
The administration of ACTH or cortisone to 
animals receiving pyrogens generally results in a 
reduction of the fever. ACTH is hypothermic 
and reduces fever in resting animals. 


There has been little opportunity for com- 
parable clinical experimentation. There have been 
many short series and isolated reports of cases 
concerning the deleterious effects of cortisone on 
infection. In one study of military personnel 
Hahn and his associates® observed 174 patients 
with acute epidemic streptococcal tonsillitis and 
pharyngitis. Half were given cortisone, and half 
were controls. The cortisone group had pro- 
longed fever and leukocytosis with delay in re- 
covery. Armstrong and Irons!” in 1951 noted 
“serious bacterial infections (suppurative peri- 
carditis, sinusitis, cortical and renal abscesses) 
which were clinically unsuspected in patients 
under treatment for the suppression of inflam- 
matory phenomena in organs other than those in 
which the infection was found.” 

The following case is illustrative of a ful- 
minating infection occurring in a patient under 
treatment with cortisone. 


Report of Case 


A. V. D., a 37 year old white man, had first had 
rheumatoid arthritis about six years previously, and had 
roentgen ray treatments for spondylitis. He was seen in 
August 1951 for a reactivation of arthritis and was given 
cortisone and a course of gold injections totaling 1,000 
mg., following which he made satisfactory improvement 
and returned to full employment. In May 1952, he had 
a recurrence of activity in the left knee which responded 
to five intra-articular injections of hydrocortisone. 
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In September 1952, he again noticed a recurrence of 
symptoms of arthritis, for which he was advised to take 
25 mg. of cortisone four times a day. Shortly afterwards 
a severe sore throat developed. Because the cortisone did 
not relieve his symptoms as it had previously, he volun- 
tarily took 150 mg. of cortisone daily for a week. At 
that time, September 24, he had an acute pharyngitis 
with a leukocyte count of 22,000 per cubic millimeter. 
The cortisone was discontinued, and he was given 600,000 
units of procaine penicillin daily for four days, with ap- 
parently some temporary improvement. Four days later 
he experienced a chill with elevation of temperature to 
104 F. and pain in the anterior portion of the chest. A 
blood culture was obtained, and he was admitted to St. 
Anthony’s Hospital on October 2. This initial blood cul- 
ture later yielded a slow growth of hemolytic streptococ- 
cus, resistant to penicillin. 

On admission, the patient complained of pain in the 
chest anteriorly and shortness of breath. 

Physical Examination.— The patient was a well de- 
veloped, slender 37 year old white man appearing acutely 
ill. The temperature was 100.8 F., pulse rate 88, and re- 
spiratory rate 40. Posteriorly the pharynx was moder- 
ately injected. The respiratory excursions were rapid and 
shallow. The percussion note was resonant over the 
entire chest, and although the patient complained of some 
pain of pleuritic type, no rub or rales were heard. The 
cardiac borders were within normal limits to percussion. 
The heart tones were distant, and there was a faint systol- 
ic murmur heard at the apex. Normal sinus rhythm was 
present, and no rub was heard. The blood pressure was 
120 mm. of mercury systolic and 70 diastolic. The liver 
and spleen were not felt. There were fusiform swellings 
of the proximal interphalangeal joints, stiffness of the 
spine and moderate enlargement of both knees. 

Laboratory Data. — Significant laboratory data in- 
cluded a leukocyte count of 21,800, with 28 per cent stab 
cells, 67 per cent segmented neutrophils, 3 per cent lym- 
phocytes and 2 per cent monocytes, a negative VDRL 
test, sedimentation rate (Westergren) of 53 mm. in one 
hour, normal red blood cell count, hemoglobin determi- 
nation and urinalysis. Roentgenograms of the chest show- 
ed the heart to be of normal size and position. There were 
taint, soft infiltrations throughout both lungs and some 
obliteration of the left costophrenic angle. An electro- 
cardiogram taken on October 3 revealed the typical ele- 
vation of the ST segment, especially in the precordial 
leads, characteristic of pericarditis, as shown in figure 1. 

Course. — The patient was given 1 million units of 
pencillin every six hours and 1 Gm. of streptomycin 
every 12 hours plus supportive therapy including an oxy- 
gen tent. The septic course continued, with fever spiking 
to 104 F., rapid respirations and rapid cardiac rate. Pain 
anteriorly in the chest and the pleuritic type of pain were 
constant and severe. Pleural friction rubs were noted 
over both sides of the chest, and in the lungs there de- 
veloped patches of crepitant rales. The area of cardiac 
dulness did not change in size, and there was no signifi- 
cant change in the blood pressure. The toxic, febrile 
course continued. Circulatory collapse gradually ensued, 
and the patient died at 12:35 a.m. on October 6. 

Autopsy.— Postmortem examination was performed 
by Dr. Luverne H. Domeier. In both thoracic cavities 
there was approximately 600 cc. of yellowish, murky fluid 
containing strands of fibrin. The lungs were adherent 
to the lateral walls of the chest by fibrinous adhesions. 
Within the pericardial sac, approximately 100 cc. of a 
yellowish amber, murky fluid was present. In the area 
around the base of the heart there was a brownish sedi- 
ment. The pericardial sac was adherent to the anterior 
and lateral surfaces of the heart by numerous fibrinous 
adhesions. The heart weighed approximately 380 Gm. 
The epicardial surfaces were covered by fibrinous exudate 
(fig. 2). The surfaces were edematous. Within the heart 
the endocardial surfaces were yellowish gray in color. 
The myocardium was dark red in color and fairly firm. 
The coronary vessels and great vessels showed nothing 
of note. The lungs showed areas of fibrinous tags and 
adhesions on the pleural surfaces, and on section showed 
loss of crepitation and consolidation. 
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Gross diagnoses were: bilateral bronchopneumonia and 
pulmonary edema; acute fibrinous pericarditis; fibrinous 
pleuritis, bilateral; hydrothorax; and pericardial effusion. 
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Fig. 1.— Electrocardiogram showing the typical ele- 
vation of the ST segment, especially in the precordial 
leads, characteristic of pericarditis, 


Comment 


In using the corticosteroids one must keep in 
mind that they have Dr. Jekyll and Mr. Hyde 
potentialities. They make the patient with an in- 
fection seem betier, yet make the infection worse. 
Many brief reports have appeared extolling the 
use of cortisone or ACTH as “adjunctive” ther- 
apy in severe infections, or as “supportive” ther- 
apy in overwhelming infections. It has been ad- 
vocated in peritonitis, meningococcemia, endo- 
carditis, typhoid fever and other infections. It 
has been purported to produce ‘temporary im- 
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provement in the patient’s general condition,’ and 
a ‘clinical impression of improvement in over- 
whelming infections.’ The concurrent use of anti- 
biotics is of course advocated. 


In direct contradiction, Jawetz and Merrill?! 
have shown that cortisone decreases the therapeu- 
tic effectiveness of antibiotics. The interference 
with the curative effect applies not only to the 
bacteriostatic but to the bactericidal drugs. Simi- 
larly, Hlavsky and Foley'? concluded that the 
antibiotics are unable to complete their therapev- 
tic effectiveness when the normal defense mech- 
anisms have been impaired by large doses of 
cortisone. Kass and Finland* reviewed 313 ref- 
erences and considered the following generaliza- 
tions warranted: (a) administration of ACTH or 
cortisone to patients with acute febrile illnesses, 
or with illnesses characterized by malaise, ano- 
rexia and evidence of generalized toxicity fre- 
quently leads to prompt defervescence and ameli- 
oration of these symptoms; (b) in infections with 
less prominent symptoms these effects of the hor- 
mones are less striking or may be absent; (c) 
despite the relatively asymptomatic and afebrile 
state that follows administration of adrenocortical 
hormones, bacteriologic findings indicate no ap- 
parent improvement or even definite impairment 





Fig. 2.—The epicardial surfaces of the heart were 
covered by fibrinous exudate. 
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in the capacity of the patient to dispose of the of- 
fending agent. Bacteremia may develop or persist, 
bacterial counts in exudates or affected tissues 
may rise, and the lesions may spread even in the 
absence of clinical evidence of such adverse ef- 
fects; (d) antibody production is neither accel- 
erated nor suppressed with doses employed clini- 
cally; (e) complications of the infections may oc- 
cur, although their presence may be masked by 
the administration of ACTH or cortisone. They 
posed the interesting question: “If inhibition of 
inflammation is generally harmful in diseases of 
known etiology, is it not necessary to examine 
carefully the premise that such inhibition is bene- 
ficial in diseases of unknown etiology?” 


Summary 


The physiologic effects of cortisone and 
ACTH in infection are reviewed. 

Animal experimentation has been summarized. 

A case is presented of a fulminating infection 
in a 37 year old white man under treatment with 
cortisone for rheumatoid arthritis. 

Generalizations from the available clinical 
data are presented. 

The conclusion is evident that the hazard of 
infection is great in any patient under treatment 
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with cortisone or ACTH, and clinical awareness 
this hazard is essential. 
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Four Decades of Otolaryngology 


Mozart A. LiscHkKoFF, M.D. 


PENSACOLA 


In the spring of 1912, shortly after be- 
ginning to practice ophthalmology and otolar- 
yngology in a small community, I was asked to 
treat a man who had a piece of bone lodged in his 
esophagus. I suggested a direct examination 
with an endoscope, and it took me longer to ex- 
plain the procedure and convince my medical 
colleagues than to remove the foreign body. It 
created local medical history. A similar episode 
today would be routine, and the patient’s family 
would probably call the otolaryngologist direct and 
advise that someone needed an esophagoscopy. 

No branch of medicine has progressed more 
markedly than otolaryngology; a few years ago 

President’s Address. 

ead before the Florida Society of Ophthalmology and 


olaryngology, Fifteenth Annual Meeting, Hollywood, April 


Ot 
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many feared it might disappear with the advent 
of the antibiotics, biochemicals, and antihista- 
minics. The introduction of the sulfonamides gave 
rise to a changed viewpoint. Some thought it 
was to be a declining specialty of nonoperating 
surgeons; instead it has progressed and chal- 
lenged the skill and imagination of the profession 
and through research has become vigorous and ex- 
pansive. 

As medical knowledge and technics expanded 
beyond the capabilities to master them all, sur- 
geons became skillful in a few procedures and 
some became specialists by public acclaim. 

Toward the end of the nineteenth century in- 
creasing numbers of physicians began to flock to 
the new specialties of Ophthalmology and Oto- 
laryngology although there were no training facili- 








ties available; some learned by assisting those 
few who had pioneered or gone to Vienna or 
Berlin, where lectures and demonstrations were 
available. Although the New York Eye and Ear 
Institute was founded in 1820 and was the first 
specialty hospital in America, it had no training 
facilities. The first ear clinic on record was 
credited to Adam Politzer of Vienna in 1873; 
here many of the renowned European and Ameri- 
can specialists received their training. In 1903 
the University of Illinois scheduled a course in 
Otolaryngology under Ballenger; it was for two 
hours a week for four months. Beck in Chicago 
offered courses of one hour a week for 10 weeks 
which included pathology. About the same time 
Dr. Harris P. Mosher on his return from Europe 
started a graduate course at Harvard Medical 
School. He said his students worked from 9 a.m. 
to 10 p.m. and that his graduates were prouder of 
that than of what they learned. 

The course now consists of one year in basic 
science and two years of research in Otolaryngol- 
ogy. Sluder and Sauer gave courses at Washing- 
ton University in St. Louis for 30 hours; they 
repeated them in 1913 for two hours daily, for a 
fee of $25. Before then a general practitioner be- 
came a specialist by announcement, after he had 
attended a clinic for a brief time. 

In 1910, surgery of the ear, nose and throat 
consisted of procedures on the tonsils, turbinates, 
mastoid and septum. Many cases of maxillary 
sinusitis were of dental origin and were treated 
by dental extraction and lavage, instead of by 
the nasal approach, resulting in oroantral fistulas. 
The cure by sublabial approach helped popularize 
the Caldwell-Luc operation. Some of the out- 
standing otolaryngologists avoided the submucous 
resection, and preferred not to work through a 
buttonhole incision. Partial or complete turbinec- 
tomy or galvanocautery was utilized to increase 
breathing space. The submucous resection demon- 
strates the difference between biologic conser- 
vation and destruction or impairment of function. 

Many of the laryngectomies were performed 
by general surgeons with or without help from the 
laryngologists. Most tonsil and adenoid opera- 
tions were performed in the office, as hospital 
facilities were not available, nor were they con- 
sidered necessary for such operations. Ear, nose 
and throat surgery was performed in the doctor’s 
office, and few patients were hospitalized. Pre- 
operative medication did not appear important. 
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Tonsillectomies were replacing the Mackenzie 
guillotine operation, which was frequently per- 
formed in bathrooms and kitchens. It was com- 
mon practice to go to the patient’s residence in 
a horse and buggy, have a nurse, or helper, pour 
ethyl chloride or a few drops of chloroform on a 
handkerchief or towel, hold the child until over- 
come by the anesthetic, then with a quick clip 
take out one tonsil, then the other. This proce- 
dure was followed by rapid curetting of the naso- 
pharynx, and the surgery was complete. 

Most hemorrhages seemed to be self-limited. 
In those days tonsillectomies had not acquired the 
status of major surgery. They were performed on 
the European continent in mass production even 
after World War I. 

In 1924 a small group of leading otolaryn- 
gologists organized a committee to pass on the 
qualifications of those practicing the specialty, 
and it met with resistance as many saw no need 
of it. Today board certification is as important 
as training, and is the aspiration of all. It labeis 
those who accept it with a sign of modern knowl- 
edge as distinguished from technical primitiveness. 
Not many years ago, an imposing equipment sug- 
gested great skill in a small limited field and 
might have included a limited mental horizon. 

The specialty developed from a narrow view- 
point. The ear and larynx were treated as inde- 
pendent organs until they were accepted as and 
became integral parts of the human economy. 

Otolaryngology now accepts the principle that 
the ear, nose and throat are parts of the human 
body and require general consideration and that 
many otolaryngologic disorders are local manifes- 
tations of systemic conditions. 


Advances in Otology 

The greatest advance in Otology has been in 
the treatment of otosclerosis. About 1916 Holm- 
gren began working on the idea of fenestration 
for relieving deafness, but Barany of Vienna, hav- 
ing observed improved hearing in several fistula 
cases, anticipated fistulizing the cochlea at that 
time. 

Sourdille in France and Lempert in this coun- 
try pioneered in developing and perfecting the 
operation for otosclerosis. The origin of the fen- 
estration operation, formerly known as the win- 
dow operation, dates back to 1896 when Passow 
of Germany suggested a surgical approach. In 
1904, Barany laid the groundwork for this opera- 
tion by his studies of fistulas in the bony semi- 
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circular canals. Holmgren in 1920 performed the 
experimentation in connection with the surgical 
relief of otosclerosis; his fistulas did not remain 
open. 

There were many experiments with different 
approaches, until Lempert in 1938 modified the 
procedure into a one stage operation which was a 
great improvement. Others continued, but the 
nov-ovalis perfected recently appears to be the 
most satisfactory surgical means of restoring hear- 
ing. In this procedure the fistula remains open 
in a large percentage of cases. 

A department of neuro-otology at the Univer- 
sity of Pennsylvania under Lewis Fisher was 
created in 1912; it was, I believe, the first of its 
kind, and much of this information was put into 
practical usefulness at Mineola and other research 
centers in World War I. This knowledge was 
translated into aviation medicine, from which the 
flight surgeon evolved. 

Endoscopy is for practical purposes recent. 
Killian in 1911 demonstrated suspension laryn- 
goscopy while Lynch perfected it in this country. 
Our guest of honor, Dr. Francis E. LeJeune, is the 
world’s authority on this subject. 

The use of iodized oil and radiopaque sub- 
stances was first employed in 1927 to visualize 
the lower air passage as an aid to the diagnosis 
of bronchopulmonary disease. The chest surgeon 
in many instances is a diagnostic bronchoscopist, 
in that he does not depend on the otolaryngologist 
for endoscopy. 

The otolaryngologist is from training better 
able to deal with structures surrounding and relat- 
ing to the larynx, trachea and upper part of the 
esophagus. He is trained to work in a small field 
and has developed monocular vision. He should 
be prepared to treat periesophageal infections and 
perforation of the cervical esophagus and medias- 
tinal emphysema, all of which may be complica- 
tions of esophageal and bronchial conditions. 

Pharyngeal diverticulum is an excellent ex- 
ample of the combined endoscopic and external 
surgical procedures by this knowledge. This 
field has expanded from foreign bodies to 
bronchogenic tumors, pulmonary abcesses, atelec- 
tasis, and a large category of conditions included 
in the field of bronchology. 

By the end of the first decade of the century 
men like Fletcher and Sonnenschein spent two 
or more years in Europe, one in Vienna and an- 
other with Gerber in Kénigsberg. It was here 
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that Robert Sonnenschein did the work on which 
he based his erudite studies of the Schwabach 
test. The men being trained today do not fully 
appreciate the value of the tuning fork. One ap- 
preciates the audiometer much better with a tun- 
ing fork background. The Edelman forks and 
whistles were officially presented to the profession 
in 1890, but not popularized until 1908. The 
tests are standard and valuable in diagnosis to 
those familiar with their technics. Most otologists 
use the audiometer, which gives a written record 
of the hearing, and the examination can be per- 
formed by a nonmedical technician. Although 
the audiogram is the most accurate record of hear- 
ing loss, courts of law do not accept this record 
as evidence. The first audiometer in practical use 
was the pitch range type designed by Bunch in 
1919, quite a contrast to the accurately calibrated 
precision instrument for individual or mass screen- 
ing in the detection of poor hearing. 

The military services have created centers for 
rehabilitation of the hard of hearing and have 
taken the lead in this important condition; today 
audiologists are directing their attention to the 
problem of deafness and formulating programs 
of therapy which give great promise. 


The Broadening Concept 


It is said that Otolaryngology is at the cross- 
roads; it is maturing into a major specialty and 
includes reconstructive plastic surgery of the head 
and neck, bronchoesophagology, fenestration, al- 
lergy and cancer. The sinus problem has been 
changed by the allergic studies of Hansel and his 
followers. Allergy is the term accepted to denote 
hypersensitivity. 

We emphasize early investigation of hoarse- 
ness, yet hundreds of cases of laryngeal carcinoma 
come to early grief because of neglect. 

In 1931 petrositis was revealed as an entity 
and understood both in regard to the pathology 
and surgical drainage; yet it has almost vanished 
while we have Meniére’s disease, understood as 
hydrops of the labyrinth, for which there is no 
satisfactory medical control. 

Specialization has many advantages, and its 
accomplishments have justified its existence. It 
is said that “specialization may not be most de- 
sirable but the cooperation of specialists in in- 
numerable over-lapping departments has effected 
changes in the structure of medicine and surgery, 
greater and more lasting than anything previously 
known.” Every specialty will overlap and share 











interest with other specialties, general medicine, 
and surgery; but conflict will be minimized with 
tolerance and cooperation so that our knowledge 
will be increased to be of benefit to the patient. 


Wangensteen said: ‘There are still a few sur- 
geons who effect to believe that they can take all 
surgery for their province. They know as well as 
anyone that their performance in such a wide cate- 
gory of operating procedure is sub-standard in 
some of these areas, when judged in the critical 
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light of what constitutes good practice.” 

There is great satisfaction in observing this 
panorama, and it is hoped that the advances in 
atomic medicine, the impetus of radioisotopes, 
and ultrasonic research will result in unlimited 
scientific achievements. It is desired that the 
otolaryngologist continue his high ideals so that 
he can practice the art as well as the science of 
medicine. 


404 Blount Building. 


Atypical Constriction of the Aorta 
Report of a Case 


Rosert H. Nickau, M.D. 


JACKSONVILLE 


There has lately been a renewal of interest in 
the diagnosis of congenital cardiac anomalies be- 
cause of the surgical advances made in this field. 
Coarctation of the aorta is one such remediable 
defect, but the condition still often goes unde- 
tected even though the diagnosis can easily be 
made. Its recognition depends on constantly keep- 
ing the possibility of this condition in mind and 
carrying out the simple procedures of palpating 
the pulses in the abdominal aorta and the lower 
extremities. 

Diagnosis 

In the diagnosis of this disease entity, the 
history will not be of specific value as there is no 
typical set of symptoms that would lead one 
strongly to suspect the presence of coarctation. 
The symptoms are usually minimal and due to 
the hypertension, namely, headaches, dizziness, 
dyspnea and palpitation, or to the decreased cir- 
culation in the lower extremities, namely, numb- 
ness, coldness, cramps and decreased wound heal- 
ing. 

The diagnosis is made on the basis of the phy- 
sical and roentgen findings. The physical signs 
that should arouse suspicion are: (1) Hyperten- 
sion, especially when associated with dilatation of 
the ascending aorta and conspicuous pulsations 
in the episternal notch. (2) Collateral circulation 
as manifested by enlarged, tortuous, superficial 


arteries of the chest and back, a murmur in the 
interscapular area when none is audible over the 
precordium, visible or palpable pulsations in the 
interscapular or posterior axillary areas, and mur- 
murs and thrills in abnormal locations. (3) Cold- 
ness of the feet with absent or decreased pulsa- 
tions. 

The constriction of the aorta results in in- 
creased blood pressure in the vessels supplying 
the arms and head. The blood reaching the lower 
part of the body is carried chiefly by anastomotic 
vessels, and as a result the blood pressure in the 
vessels of the lower portion of the body is low. 
Friedman, Selzer and Rosenblum,! however, and 
Steele and Cohn? believed that the hypertension 
produced in this disease entity is probably due to 
the slowing and diminishing of blood supplied to 
the kidney, causing a renal ischemia. The type of 
hypertension is not distinctive. It may not be 
persistent, and the blood pressure may even be 
normal. Taussig® recorded 4 cases in which the 
patients were between 8 and 35 years of age with 
a blood pressure of 140/90 or below, and Hines 
and Christensen* mentioned 2 cases in which the 
patients were 8 and 42 years old with normal 
blood pressures. The blood pressure in the legs is 
often absent, but when present, the systolic pres- 
sure is always lower than in the arms, but the dia- 
stolic pressure may at times be higher. This pheno- 
menon was exhibited in the case presented by 
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Railsback and Dock® in which there was a blood 
pressure of 190/90 in the arms and 164 140 in the 
legs. 

The roentgenogram often reveals a notching 
of the inferior surface of the posterior ribs due 
to the dilated intercostal arteries. When this is 
seen, it is usually pathognomonic of coarctation 
of the aorta. At times in adults, however, this 
notching may be absent or so inconspicuous that 
it is easily overlooked. When notching of the 
ribs is not present, angiocardiography and aor- 
tography are of great value in confirming the 
diagnosis. By these methods, the constricted por- 
tion of the aorta may be localized and the length 
and caliber of the constriction estimated. Free- 
man, Miller, Stephens and Olney® believed they 
obtain better visualization of the constriction by 
means of arteriography wherein the radiopaque 
substance is injected into the common carotii 
artery in a retrograde fashion. 

The electrocardiogram shows no _ specific 
changes. 

Types of Coarctation 


The term “coarctation of the aorta” is often 
thought of as being limited to the classical con- 
striction of the aorta, near the site of junction of 
the ductus arteriosus. Two types of coarctation 
of the aorta exist at this site, the infantile and 
the adult. The infantile type is composed of a 
generalized wide constriction involving the area 
between the left subclavian artery and the point 
of entrance of the ductus arteriosus. There are 
often other significant cardiac defects accompany- 
ing this type. The adult type is usually character- 
ized by an abrupt localized constriction at or near 
the entrance of the ductus arteriosus. The caliber 
of the lumen of the constricted portion may vary 
greatly in either type, and it is most difficult at 
times to differentiate them clinically. The infan- 
tile type, however, is usually incompatible with 
long life. 

Stenosis of the thoracic aorta may also occur 
in atypical locations. Bahnson, Cooley and Sloan? 
demonstrated by angiocardiography 2 cases of 
aortic stenosis distal to the ductus arteriosus, one 
in the midthoracic aorta and the other below the 
renal arteries. They also collected from the litera- 
ture 10 other cases of coarctation below the duc- 
tus arteriosus, in 1 of which a thoracolumbar 
sympathectomy had previously been performed. 
There are apparently two different types: when 
above the diaphragm, the constriction is more dif- 
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fuse. while below the diaphragm it is usually at 
or just below the level of the renal arteries. Co- 
arctation of the aorta with hypotension in the left 
arm has been reported by Burchell, Taylor, Knut- 
son and Wakim,* due to the developmental anom- 
aly involving the left subclavian artery. 

One case of stenosis of the thoracic aorta was 
studied with the following interesting points being 
noted: (1) the age of the patient, (2) the lack of 
symptoms, (3) the unusual site of the aortic con- 
striction, and (4) the absence of any prominent 
collateral circulation, 


Report of Case 


Miss C. R., a 73 year old white woman, was seen for 
nonsymptomatic hypertension. Her blood pressure was 
recorded first approximately 20 years previously, at which 
time the systolic pressure was 230 mm. of mercury. Since 
then the blood pressure has continued to range between 
210 and 240 mm. of mercury. She has had no headaches, 
dizziness, shortness of breath, pain in the chest, palpitation 
or edema. She has had no leg cramps, but her feet easily 
become cold. 

There was a history of mumps and pertussis in child- 
hood, measles at the age of 20 and rubella in 1917. Oper- 
ative correction of an ununited fracture of the left ankle 
in December 1945 was followed by fracture of the left 
forearm in April 1950. About 20 years before this exami- 
nation she had had a chronic recurrent asthmatic bron- 
chitis, which was cured by an autogenous vaccine. Some- 
what later, she had also had pleurisy of one week’s 
duration. 

The physical examination revealed a well developed 
and well preserved white woman not acutely ill. The 
heart was not enlarged; there was a regular rhythm at a 
rate of 68 beats per minute. The sounds were of fair 
quality, and no murmurs were heard. The blood pressure 
was 245 systolic and 120 diastolic in both arms. There 
were no signs of congestive failure. No abdominal aortic, 
femoral, popliteal, posterior tibial or dorsalis pedis pul- 
sations were obtainable, nor could the blood pressure be 
recorded in either leg. There was no evidence of super- 
ficial collateral circulation present. The ophthalmalogic 
report follows: “The visual acuity of the right eye was 
reduced to 10/200 and that of the left to 20 100. This 
corrected to 20/100 in the right and 20/50 plus in the left. 
The visual deficiency is due to the development of a 
cataract in each eye. There was moderate vascular scler- 
osis but not unusual in a person of this age.” The re- 
mainder of the physical examination showed no other 
significant deviations from normal. 

The laboratory studies, which included a complete 
blood count, serologic examination, and stool examination, 
gave negative results. Urinalyses gave normal results 
except for occasional traces of albumin. The nonprotein 
nitrogen was 37 mg. per hundred cubic centimeters, the 
phenolsulfonphthalein excretion was 55.5 per cent in two 
hours, and the urine concentrated to 1.021. A roentgeno- 
gram of the chest was reported as being essentially normal 
with no notching along any of the rib margins. The elec- 
trocardiogram revealed a right bundle branch block. 
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Since the diagnosis of coarctation of the aorta could 
not be substantiated by roentgenograms of the chest or 
the presence of collateral circulation, an arteriogram was 
made with the aid of Dr. A. Judson Graves, who re- 
ported: “The x-ray examination of the chest was carried 
out by a series of views made only in the lateral position. 
The patient was placed at the chest stand and 40 cc. of 
50 per cent Neo-Iopax was injected intravenously in a 
rather rapid fashion. The first x-ray exposure was made 
just at the completion of the injection and two additional 
films were made in rapid succession following the first 
exposure. 

“In the first x-ray film (figs. 1 and 2) one sees clearly 
the aortic shadow as it ‘takes off’ from the left ventricle. 
The aortic curve is beautifully demonstrated and is clearly 
seen as it comes to a point about 2 inches above the dome 
of the diaphragm. At this point, one sees a definite nar- 
rowing as if some pinch-cock arrangement was placed over 
the make-up of the aorta. There is a U-shaped indent- 
ation on the posterior wall and a much greater U-shaped 
indentation on the anterior wall of the aorta at the de- 
scribed point some 2 inches before it goes through the dia- 
phragm. The degree of anterior curvature in the aorta 
extends for at least a 2 inch distance, and thus the en- 
croachment on the lumen of the aorta is well seen and 
adequately demonstrated. 

“Although the margins of the aorta are not nearly as 
sharply outlined distal to the constriction, I do feel we 
are able to see the aortic wall distal to the area of involve- 
ment, and it appears to expand just before it passes 
through the diaphragm.” 

Surgical therapy was not considered because of the 
patient’s age and the lack of symptoms. 





Fig. 1.— Lateral roentgenogram of the chest demon- 
Strating constriction of the lower part of the thoracic 
aorta. 


Discussion 


The etiology of the constricted aorta of this 
type is obscure. Several theories have been ad- 
vanced. Some authors implicate syphilis and rheu- 
matic fever, while others consider the condition 
embryologic in origin. In the case presented, it 
is impossible to arrive at any definite conclusions 


as to origin without pathologic studies. The con- 
striction possibly was related to the infection of 
the lung and pleurisy which occurred just prior to 
the first recording of the patient’s blood pressure 
20 years earlier, but probably it was congenital. 





Fig. 2.—Constricted portion of the thoracic aorta is 
outlined for better visualization. The dark shadow an- 
terior to the aorta is a bronchial marking. 


Until the last few years, there has been no 
definitive therapy in cases of coarctation. In 1945 
Crafoord and Nylin® and Gross and Hufnagel!° 
independently reported the successful surgical cor- 
rection of coarctation of the aorta. In this opera- 
tion there is an excision of the constricted area 
with an end to end anastomosis of the resected 
aorta. The presence of well established collateral 
circulation makes it possible to clamp off the 
aorta for the period of time necessary to complete 
the operation without interfering with the circu- 
lation of the lower part of the body. Blalock and 
Park!! developed an operation to bypass the area 
of constriction by anastomosis of the carotid or 
left subclavian artery to the descending aorta. 
This operation is of value in cases unsuited to end 
to end anastomosis, such as the infantile type, or 
in those in which the constriction arises too close 
to the base of the subclavian artery. 

Operation seems well justified in cases of ex- 
treme hypertension. In the milder cases, there 
is no uniformity of opinion as to the advisability 
of surgical intervention, but the trend apparently 
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is toward a more liberal selection of operative 
cases. The average age at death in all cases of 
adult type of coarctation of the aorta is about 35 
years. The studies of Newman,!2 however, indi- 
cate that the prognosis is not too bad if symptoms 
do not appear until after the age of 20 years. 
Severe hypertension may sometimes last for many 
years without causing heart failure, and some pa- 
tients may live a normal span of life. Surgical 
treatment should be performed in youth; first, 
because of the increasing death rate with the in- 
creasing years from the complications of rupture 
of the aorta, bacterial infection at the site of 
coarctation, cerebral hemorrhage, and congestive 
failure; second, because the operation becomes 
technically impossible in the presence of pro- 
nounced sclerosis and calcification of the aorta; 
and third, because in older persons, some residual 
elevation of blood pressure may remain after 
operation. Probably the most favorable period 
for operation is between 13 and 18 years of age. 
Sokolov,!* however, recently reported the opera- 
tive correction of a coarctation in a man of 40, 
and Blalock,'* in his discussion of Gross’ paper, 
reported a successful result in a man of 41 years. 
At the other extreme, Kirklin and his associ- 
ates'® reported the successful resection of the 
segment of aorta containing the coarctation in a 
10 week old infant with disappearance of evi- 
dence of coarctation and of left ventricular fail- 
ure. 


From this survey it is realized that, although 
in most of the cases of coarctation of the aorta 
coming to surgery the stricture will be of the 
typical adult type located at or near the ductus 
arteriosus, rare cases of the infantile type and of 
Stenosis in atypical locations will occasionally be 
encountered, making it essential to determine the 
exact localization preoperatively in all cases. The 
degree and level of the coarctation often will de- 


termine the approach and the type of anastomosis 


the surgeon will use. 
Summary . ; 
The clinical picture of adult and infantile co- 


arctation of the aorta is outlined. 

Stenosis of the thoracic aorta may occur in 
atypical locations. 

A case of stenosis of the aorta just superior to 
the diaphragm in a 73 year old white woman is 
recorded. 

Surgical procedures are outlined, but interven- 
tion was not considered in this case because of 
the patient’s age and the relative lack of symp- 


toms. 
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Trends in Treatment of Allergic Conditions: 
Pediatric Aspects 


W. Amprose McGee, M.D. 


WEST PALM BEACH 


Conditions as complex and varied as allergic 
disorders naturally lead to a variety of signs and 
symptoms, differences of opinion and a multitude 
of measures and drugs for management. 

In early infancy, when allergic symptoms are 
incorrectly considered infrequent, judicious feed- 
ing and care often enable the pediatrician to 
recognize potential allergy in its incipiency and to 
undertake measures to reduce the incidence and 
severity of future allergy. Drugs, in that age 
group, while useful, are of much less value than 
dietary measures. The slow introduction of single 
foods and synthetic vitamins, with two waiting 
periods of five then three days, quickly enables 
him to detect potential allergy. Rapid feeding of 
new and multiple foods at an early age does not 
permit recognition of allergic-like signals. 

Since the introduction of antibiotics there has 
been an enormous use of these drugs not only for 
infectious diseases but likewise for many types of 
allergic disorders, especially those of the respira- 
tory tract. Not only does such procedure lead to 
more and more sensitivity to the antibiotic itself, 
but antibiotics as a whole have not been shown to 
be particularly effective against definite virus in- 
fections, and indiscriminate use of them leads to 
a decrease in their effectiveness against certain 
bacteria. In respiratory allergic disorders anti- 
histamines and epinephrine play a big part. The 
early use of such remedies may often abort 
or ameliorate respiratory disturbances. Epineph- 
rine by hypodermic in repeated small doses, as 
2 to 4 minims, is far better in childhood than a 
single larger amount. Small localized areas of 
pulmonary consolidation beneath mucus plugs, 
when treated early, will often respond dramatically 
to epinephrine alone, and the pneumonia rapidly 
clears up. When small doses of epinephrine fail 

Read before the Florida Allergy Society, Fifth Annual Meet- 


ing, Hollywood, April 26, 1953. 


to give relief, aminophylline suppositories have 
proved to be satisfactory and most efficacious. 


Unfortunately the element of claustrophobia 
enters the picture when some children require 
oxygen therapy. There seems to be more and 
more question as to the value of oxygen therapy 
in asthma. Whether or not it is efficacious, per 
se, it does insure an air-conditioned area which is 
most helpful for inhalant sensitivity. The new 
Alevaire for aerosal inhalation so far seems to be 
an excellent product, but, unfortunately, the appa- 
ratus necessary is expensive and mechanically dif- 
ficult to set up. 

The use of antigens for hyposensitization for 
inhalant offenders varies widely in different hands 
and in different localities. Some allergists, for 
example, treat so-called fall hay fever problems 
with ragweed alone, or grass-sensitive patients with 
timothy alone. It is my belief that better results 
are obtained when multiple local pollen offenders 
are included in the antigen along with other mul- 
tiple inhalants as molds and epidermals. Like- 
wise, there are advocates of both high and low 
dose pollens or other inhalant antigens. To me 
the optimum dosage is based on that dose which 
gives the greatest protection with the least potent 
antigen and the smallest quantity. In my ex- 
perience, I have seen many variously sensitive per- 
sons who cannot tolerate an antigen stronger 
than 1 to 50,000,000 dilution without getting some 
type of mild reaction. 


While there is no agreement as to seasonal or 
perennial treatment, it is my routine to use the 
perennial method. In definite seasonal cases, 
once the tolerance dose is established, I prefer 
weekly injections during the season, and between 
seasons, injections as far apart as three weeks if 
the patient can be symptom-free for that period of 
time. While treating for pollens in such cases, I 
include other inhalants to which there is a positive 
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reaction which are relevant to the area in which 
the patient lives. The other inhalants are such 
protein extracts as hairs, feathers, dust and molds. 
I also advise avoidance of known offending foods. 
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Treatment has to be individualized for the 
child in question rather than for the disease or 
disorder the child has. 


220 Lakeview Avenue. 
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containing the article. 


Members are urged to send reprints of their articles published in out-of-state 
medical journals to Box 1018, Jacksonville, for abstracting and publication in The 
Journal. If you have no extra reprints, please lend us your copy of the journal 


The Journal of the American Medical Association is limiting its Current Medi- 
cal Literature section. Thus, our main source of information on articles written 
by our members has been greatly curtailed. 











Initial Progress in Acute Myocardial In- 
farction. By Martin S. Belle, M.D., Morton M. 
Halpern, M.D., and Louis Lemberg, M.D. South. 
M. J. 47:334-338 (April) 1954, 

This study of 107 cases of acute myocardial 
infarction, 81 in men and 26 in women, was 
undertaken to determine how soon in the course 
of an attack the prognosis could be estimated 
with a satisfactory degree of accuracy, and to 
evaluate the factors which differentiate a “good 
risk” from a “poor risk” case, as classified on an 
immediate, a 24 hour and a 48 hour basis. An 
attempt was made to determine whether differ- 
entiation into these two categories would enable 
one selectively to use Dicumarol in the “poor 
risk” group. 

In 29 per cent of the cases there was a change 
in prognostic category within the first 48 hours, 
the highest mortality also occurring within that 
period. The authors listed as poor prognostic 
signs a history of heart failure or myocardial in- 
farction and the appearance of severe shock, pul- 
monary edema or significant arrhythmia, but in 
the absence of these signs regarded the prognosis 
as favorable in a first attack of myocardial in- 
farction, especially with no QRS changes. No 
deaths occurred in cases in which patients were 
admitted 24 hours after the onset of an attack, 
indicating perhaps an element of natural selec- 
tion in that these patients as a whole were not 
so severely ill as the ones admitted immediately. 


It is concluded that it is hazardous to differ- 
entiate a “poor risk” from a “satisfactory risk” 
case of acute myocardial infarction in the first 
48 hours of the attack and that after that length 
of time, using the criteria enumerated, one may 
differentiate a “poor” from a “satisfactory” risk 


case with an adequate degree of accuracy. 


A Cutaneous Test of Rheumatic Activity 
in Children. By Murray M. Streitfeld, Ph.D., 
and Milton S. Saslaw, M.D. Proc. Soc. Exper. 
Biol. & Med. 84:628-631, 1953. 

In this study it is reported that inunction 
with an ointment containing 5 per cent tetrahy- 
drofurfuryl ester of nicotinic acid (Trafuril) in 
337 children caused localized cutaneous hyperemia 
and/or edema (‘typical’ reaction) in normal 
subjects and those with congenital heart disease 
or nonrheumatic conditions. Twenty of 22 pa- 
tients with active rheumatic disease failed to show 
this typical hyperemia or edema. Their response 
(“atypical”) consisted of either blanching, fail- 
ure to react, or barely perceptible hyperemia. 
Inactive rheumatic patients and patients whose 
activity was suppressed by cortisone or aminopy- 
rine gave typical reactions. The atypical response 
was observed in a few patients with tonsilitis or 
streptococcal sore throat, as well as rheumatic 
activity. 


























Caudal Anesthesia and Oil-Soluble Anes- 
thesia in Anorectal Surgery; Resume of Re- 
sults and Complications Encountered in 14 
Years Experience. By Claude G. Mentzer, 
M.D. South. M. J. 47:455-459 (May) 1954. 

The purpose of this paper is to report a satis- 
factory combination of anesthetic agents for the 
over-all welfare of the patient during and follow- 
ing anorectal surgery. This report is the result 
of a 14 year experience in which caudal propyl 
benzoate hydrochloride (Metycaine) was used in 
3,443 cases for the operative anesthetic, and an 
oil-soluble anesthetic was used in 2,921 cases for 
the relief of postoperative pain. 

Caudal Metycaine anesthesia in the series of 
3,443 cases was shown to be 94.4 per cent ef- 
ficient, thereby demonstrating the relative ease of 
its administration and showing its excellence as 
an anesthetic agent. Induction time of seven 
minutes was short. Complications were relatively 
few. In the chronic cardiac and other poor risk 
patients, however, it is recommended that an 
anesthesiologist should be in charge of the anes- 
thesia if possible. For these patients an alternate 
method of anesthetic care is given as second 
choice. Precautions to prevent hazards should 
be taken in all cases, 

The report of the 2,921 cases demonstrates 
that oil-soluble anesthesia is safe and that com- 
plications following its use are rare. Postoperative 
pain in this series was minimal, requiring an aver- 
age of only one injection of narcotic per patient. 
Catheterization was done in 9.6 per cent of the 
cases; healing time averaged about 18 days; and 
the period of hospitalization was four days. 


Traumatic Rupture of the Urinary Blad- 
der. By James E. Kicklighter, M.D. South. M.]J. 
47:837-841 (Sept.) 1954. 

In view of the increasing incidence of frac- 
tured pelvis with associated rupture of the urinary 
bladder, owing to the increasing number of au- 
tomobile accidents, this article emphasizes the 
importance of recognition by all physicians of 
the presence of ruptured bladder and knowledge 
of correct treatment. Traumatic rupture of this 
organ is discussed, and the value of early diag- 
nosis and treatment is stressed. Methods of diag- 
nosis and treatment are presented, and also illus- 
trations showing both the intraperitoneal and the 
extraperitoneal type of ruptured bladder. 
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Treatment of Aneurysms by Polythene 
Wrapping. By C. Frank Chunn, M.D. Ann. 
Surg. 139:751-762 (June) 1954. 

The literature on Polythene wrapping of 
aneurysms is reviewed, and the etiology and 
symptoms of aneurysm are discussed. A series 
of 9 cases of aneurysm is reported in which Poly- 
thene wrapping was the treatment of choice, The 
aneurysm was in the thoracic aorta in 2 cases, in 
the abdominal aorta in 5 cases, in the common 
carotid artery in 1 case, and in the subclavian 
artery in 1 case. In type, the aneurysm was 
saccular in 2 cases and fusiform in 7 cases. The 
origin was arteriosclerotic in 8 cases and syphilitic 
in 1 case. The results were beneficial in 7 of 
the 9 cases. 

Among the various methods suggested and 
employed to produce external compression of the 
vessel wall without causing rupture or to promote 
fibrosis and contraction of the lumen, Polythene 
wrapping seems to the author to be less traumatic 
and dangerous than the others. He concludes 
that this relatively simple method of coping with 
this difficult problem has proved to be sufficient- 
ly beneficial to encourage its use. Also, in his 
opinion early detection of the aneurysm and 
prompt employment of this therapy should effect 


improved results. 


Death Following Phenylbutazone (Buta- 
zolidin) Therapy: Report of a Case. By Da- 
vid A. Nathan, M.D., F.A.C.P., Marvin L. Mei- 
tus, M.D., Lewis Capland, M.D., and Maurice 
Lev, M.D. Ann. Int. Med. 39:1096-1103 (Nov. 
1953, 

Although used in the treatment of several 
thousand patients with a large percentage of fa- 
vorable results from a therapeutic standpoint. 
phenylbutazone (Butazolidin) has produced vari- 
ous toxic manifestations in patients treated for 
arthritis and allied rheumatic disorders. The au- 
thors enumerate some 20 undesirable effects and 


2 fatalities reported in the literature. They report 
a case in which the fatal outcome was due to an 
overwhelming toxic and possibly hypersensitivity 
reaction, manifested in the skin and viscera. 
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Sarcoma of the Uterus. By Gerald S. Wil- 
liams, M.D. Am. J. Obst. & Gynec. 67:92-101 
(Jan.) 1954. 

The 15 cases of sarcoma of the uterus record- 
ed at the Louisville General Hospital during the 
period 1927 through 1950 represented 2 per cent 
of all uterine malignant disease observed there 
during that period. The relationship of sarcoma 
to carcinoma was | to 49. The review of this se- 
ries here presented gives the incidence of sarco- 
matous change in myomas as 0.26 per cent. The 
symptoms are described as not specific, although 
pain, abnormal bleeding, and rapid enlargement 
of the uterus should suggest sarcoma. Surgical 
removal is regarded as the accepted treatment, 
radiotherapy being of doubtful benefit. The five 
year survival rate in this series was 15 per cent. 
In this uncommon but highly fatal disease, sug- 
gested means of increasing the cure rate are (a) 
early diagnosis by routine cytologic studies, (b) 
alertness to the possibility of sarcoma, both clin- 
ically and in the operating room, and (c) per- 
formance of total hysterectomy whenever hys- 


terectomy is indicated for any reason. 


Vesical Calculi Following Suprapubic 
Prostatectomy. By Benedict R. Harrow, M.D. 
Am. Surgeon 19:1184-1188 (Dec.) 1953. 

A study of 360 patients subjected to supra- 
pubic prostatectomy within a two year period 
disclosed that in 9, or 2.5 per cent, calculi devel- 
oped postoperatively in the bladder. In 3 of the 
9 postprostatectomy urethral obstruction deve!- 
oped, probably accounting for the stone forma- 
tion. In the remaining 6 patients, however, no 
obstruction and no residual urine were present. 
In 5 of these 6 patients calculi with large protein 
centers developed. Ht was concluded that these 
protein centers represented slough, blood clot, or 


inflammatory debris retained in the bladder be- 


cause of inadequate drainage. The use of thor- 
ough irrigation in order to remove these particles 
is suggested before the removal of the catheters. 
In addition, it is advised that all tabs of prostatic 
or bladder neck tissue be carefully trimmed away 
at the time of operation. 
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Calibrated Weber Test in Fenestration 
Surgery; Evaluation of Postoperative Serous 
Labyrinthitis. By J. Brown Farrior, M.D., 
Richard A. Bagby, M.D., and Cecil Thomas, 
B.Sc., M.D., B.Ch. A.M.A. Arch, Otolaryng. 
58:81-93 (July) 1953. 

Postoperative serous labyrinthitis is one of 
the great problems in fenestration surgery today. 
To reduce or eliminate postoperative serous 
labyrinthitis, there must be a calibrated method 
of measuring its type, degree, and duration. To 
obtain this goal, the authors have calibrated the 
Weber test, which now may be described as a 
new hearing test although it actually is only an 
audiometric adaptation of one of the oldest hear- 
ing tests. They have found it of value in deter- 
mining the status and prognosis in recent cases 
of fenestration. In this article they report a study 
on the behavior of bone conduction in the recent- 
ly fenestrated ear. 

The postoperative course of bone conduction 
threshold is described as showing three phases: 
primary improvement, secondary depression, and 
tertiary improvement. The technic of the cali- 
brated Weber test is described. With the Weber 
test, the sound may lateralize to the ear operated 
on from two different causes: (1) desirable phy- 
siologic improvement in threshold or (2) unde- 
sirable pathologic recruitment. The calibrated 
Weber test will differentiate lateralization to the 
ear operated on due to improved threshold from 
lateralization to the ear operated on due to re- 
cruitment. There is direct correlation between 
the secondary variations in the calibrated Weber 
test and the tertiary loss of high tones. A tertiary 
improvement in bone conduction threshold has 
been demonstrated by the calibrated Weber test. 
Current related studies are reviewed, 

Knowledge of these findings will be of practi- 
cal value in interpretation of the postoperative be- 
havior of the fenestrated ear. It is hoped that 
the calibrated Weber test will prove of academic 
value in the detailed study of postoperative serous 
labyrinthitis. For its evaluation five criteria are 


proposed. 
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One of the notable qualities of ACHROMYCIN, 
the Lederle brand of Tetracycline, is its advantage 
of minimal side effects. Furthermore, this true 
broad-spectrum antibiotic is well-tolerated by all 
age groups. 


In each of its various dosage forms, ACHROMYCIN 
provides more rapid diffusion for prompt control 
of infection. In solution, it is more soluble and 
more stable than certain other antibiotics. 


ACHROMYCIN has proved effective against a wide 
variety of infections caused by gram-positive and 
gram-negative bacteria, rickettsia, and certain 
virus-like and protozoan organisms. 


ACHROMYCIN ranks with the truly great thera- 
peutic agents. 
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“Watch Out” 
Watchword for 1955 


The usual fanfare of watching the old year out 
and the new year in now is over for another year. 
As the first days of January 1955 are already 
keeping their date with history, the familiar ex- 
pression “Watch out” lingers in the back of the 
mind. It well may have two sobering applications 
for the physician in the year just beginning. First, 
the phrase repeats itself sharply, as if in warning 
of the pitfalls that lie ahead. For example, there 
is the Bricker Amendment, which is of vital inter- 
est to the medical profession. Is it to be allowed 
to fall by the wayside again this year? Then 
there is the administration’s reinsurance plan, sure 
to be resubmitted. The anomalous situation in the 
new Congress at best seems to be saying “Watch 
out.” It invites alertness and unceasing vigilance 
on the part of American Medicine. 

The second application has more pleasing im- 
plications. “Watch out” is the verbal prodding 
that serves as a reminder of the opportunities 
knocking on all sides. With New Year’s resolu- 


tions still fresh in mind, the physician will do 
well to set the pattern for the year in construc- 
tive design. If he does not watch out, he may 
miss out on opportunities for community service 
and for participation in local social service proj- 
ects. Professionally, if he does not watch out, he 
may miss some vital clue in a difficult case, over- 
look some key observation in research, or fail to 
recognize some important discovery or trend in 
clinical practice. 

On the other hand, if he does watch out and 
makes a habit of doing so, he can make of 1955 
a banner year. Just watching out a bit will bring 
greater professional attainment, stimulating con- 
tacts, relaxation that relaxes, broader contribu- 
tions to the community life, coveted participation 
in the home life on a broader scale, shared inter- 
ests with the children and, in fact, a thousand 
and one unexpected blessings. “Watch out”: put 
into practice as the watchword for 1955 will pay 
surprising dividends. Why not adopt it and insure 
a progressive, constructive year? 























J. Froripa, M.A, 
January, 1955 


The Malpractice Insurance Problem 


II. How to Reverse Trend in Malpractice 


Insurance Rates 
In last month’s issue of The Journal the 


causes for increases in malpractice insurance rates 
were discussed editorially. In this issue a second 
editorial discusses measures to be taken to reverse 
the trend toward ever higher rates. 

The bringing of a malpractice suit does not 
necessarily suggest that the suit has merit. Any 
patient treated by any physician may bring suit 
against him. More than half of the suits involve 
physicians who are above the average of their 
respective groups in skill, experience, and profes- 
sional standing. What, then, can a physician do 
to protect himself and his professional reputation 
from unwarranted litigation? The answer to this 
question falls into three categories: those factors 
related to the physician, those related to the in- 
surance companies, and those related to the medi- 
ical association. 

Of greatest importance are those factors re- 
lated to the physician himself. These include 
not only what he should do but what he should 
not do. It is a significant fact that a large ma- 
jority of malpractice claims arise out of a first 
course of treatment. It is rare for an old patient, 
one with whom a satisfactory doctor-patient rela- 
tionship has been established, to institute suit for 
malpractice. The practicing of common courtesy 
in treating patients as people, in having some 
appreciation for their problems and regard for 
their sensibilities will go a long way toward estab- 
lishing this desired relationship— and in min- 
imizing the occurrence of malpractice suits. It 
might be termed applying the Golden Rule to the 
patient relationship. This is not only good for 
public relations, but it is money in the doctor’s 
pocket in that his malpractice insurance rates are 
determined by the loss experience of the insur- 
ince companies. 

This same old Golden Rule pays cash divi- 
lends when applied to relations with other doc- 
tors. In New York State, where the most com- 
plete and exact malpractice statistics in existence 
rave been compiled, the precipitating causes of 
300 cases of malpractice suits in 1952 were listed 
is follows: 

1. Claim-minded patients urged to sue by 
friends or relations who were doctors, law- 
yers, or nurses, or who were themselves 
members of the profession — 37 per cent. 

2. Doctors who sued to collect fees from dis- 
satisfied patients — 23 per cent. 
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3. Callousness, failure on the part of the at- 
tending doctor to respond to the desires 
of the patients or to heed their complaints; 
resentment at the doctor’s attitude of or 
lack of frankness; neglect — 20 per cent. 

4. Unnecessary criticism by other doctors — 
14 per cent. 

5. Doctors’ fees too high — 6 per cent. 

It is likely that these statistics are fairly in- 
dicative of the situation as it exists in this regard 
in Florida. A perusal of these figures shows that 
63 per cent of the 500 cases investigated were 
prompted by what might be termed unprofession- 
al conduct on the part of the doctor. The loss in 
dollars and cents resulting from such suits is 
small when compared with the loss in prestige 
and in damaged public relations sustained by the 
profession as a whole. It is also obvious from 
examination of these statistics that if the mem- 
bers of the profession would like to have a 10 to 
15 per cent reduction in their malpractice insur- 
ance rates, this can be accomplished by avoiding 
the unwarranted and unnecessary criticism of 
each other. Doing so does not mean that a doc- 
tor should keep silent in the face of obvious mal- 
treatment and incompetence on the part of an- 
other physician; but it does mean that such mat- 
ters can be handled in a better fashion than 
suggesting to the patient that he seek recourse 
in court. 

What can be done to reverse the trend toward 
ever increasing rates for malpractice insurance? 
We can begin by cleaning house at home, and 
taking seriously our personal relations with pa- 
tients as well as our public relations with the 
community. Putting grievance committees out 
of business for lack of complaints will be better 
malpractice insurance than money can buy. 

In next month’s Journal the role of the insur- 
ance company in malpractice insurance will be 
discussed. 
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Preview of Health Legislation 
Outlook for 1955 

Rep. Walter Judd of Minnesota, in an address 
before the Tennessee Valley Medical Assembly 
last fall, said: ““Physicians must understand gov- 
ernment and know their way in and out of it. In 
fact, they must become politicians in a measure.” 
They must do so, he declared, because government 
is playing such a strong role in all phases of Amer- 
ican life today. Dr. Judd was one of four out of 
five incumbent physician-members of the House 
of Representatives to win re-election. The others 
are Dr. Ivor D. Fenton, of Pennsylvania, and Dr. 
A. L. Miller, of Nebraska, both Republicans, as 
is Dr. Judd, and Dr. Thomas E. Morgan, of Penn- 
sylvania, a Democrat. Dr. Will Neal, a West Vir- 
ginia Republican, lost out in a bid for a second 
term to a former member of the Congress. Rear 
Admiral Ross T. McIntire, of California, personal 
physician to the late President Franklin D. Roose- 
velt and one time medical director of the American 
Red Cross, failed in his first bid for a Congres- 
sional seat. Dr. McIntire ran on the Democratic 
ticket and was defeated by the Republican incum- 
bent. 

Committee Chairmanships 

Some committee realignments incident to the 
election results are of particular interest because 
of their bearing on medical and allied legislation. 
Chief among them are two key chairmanships, 
which will not go to the Democratic chairmen who 
became well known to the medical profession when 
the Democrats were in control before. Senator 
James E. Murray of Montana, a sponsor of na- 
tional compulsory health insurance legislation, 
who was chairman of the Senate Labor and Wel- 
fare Committee in the Democratic 82nd Congress, 
again would be entitled to the post, but has de- 
cided instead to take the chairmanship of the In- 
terior and Insular Affairs Committee. Senator 
Lister Hill of Alabama will preside over the Labor 
and Welfare Committee in the 84th Congress. 
This is the most important committee on health 
legislation. Senator Hill long has been interested 
in this legislation and was co-sponsor of the Hill- 
Burton hospital construction legislation passed in 
1947. He is the son of a physician and has been 
in the Congress 30 years, 14 in the House before 
coming to the Senate. 


In the House, J. Percy Priest of Tennessee 
moves up to chairmanship of the Interstate and 
Foreign Commerce Committee because former 
Democratic chairman Robert Crosser has retired 
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from the Congress. This committee handles most 
medical legislation. Mr. Priest was the House ma- 
jority whip in 1951-52 and for a time chairman 
of the Interstate and Foreign Commerce Commit- 
tee’s Health subcommittee. He is a former school 
teacher and newspaper man and has been in the 
House for seven uninterrupted terms. In recent 
years he has been extremely active in committee 
work in the health and medical fields. 


Legislation - Reinsurance 

For several months government departments 
have been busy polishing up legislation they ex- 
pect to present to the 84th Congress this month. 
For example, the Civil Service Commission is 
working on plans for a United States employee 
health insurance program, the State Department 
wants a medical care plan for overseas personnel, 
the Defense Department is concerned with de- 
pendent care and medical scholarships, and the 
Department of Health, Education, and Welfare 
has a number of ideas, including a revival of rein- 
surance, possibly aid to medical schools, and, also 
only possibly, mortgage guarantees for health fa- 
cilities. 

Of paramount interest is the federal reinsur- 
ance program, defeated in the last Congress, which 
Secretary Oveta Culp Hobby continues to press. 
Early in the fall Mrs. Hobby told the American 
Life Convention that the administration is backing 
reinsurance because “. . . time is running against 
those who seek to keep health insurance on a vol- 
untary basis.” She added: “We still strongly be- 
lieve in a bill . . . which seeks to compress the 
experimentation of the next 20 years into less than 
half the time through the simple mechanism of a 
broad sharing of risks. We believe such a bill will 

. nurture rather than weaken the voluntary 
health insurance concept.” 

Along with much of the insurance industry, 
the United States Chamber of Commerce and 
many other groups, the American Medical Asso- 
ciation has opposed reinsurance as being unneces- 
sary, as holding out false promises and as intro- 
ducing the federal government into an area where 
it does not properly belong. Specifically, the AMA 
objects on these grounds: (1) the insurance car- 
riers themselves have all the reinsurance money 
needed, (2) voluntary health insurance is making 
“extremely rapid’ progress without reinsurance, 
(3) reinsurance would not make uninsurable risks 
insurable, and (4) without an objectionable sub- 
sidy reinsurance would not reduce the cost of in- 
surance or “overcome the inertia of the unwilling 
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buyer.” In view of this stand, it is particularly 
noteworthy that the AMA’s Federal Liaison Com- 
mittee has been conferring with Mrs. Hobby and 
officials of her department in an attempt to de- 
velop methods and procedures for effective liaison. 
The objective is to help promote the best interests 
of the American people in health and medical leg- 
islation through a continuing exchange of infor- 
mation and opinions between the AMA and the 
Department of Health, Education, and Welfare. 

President Eisenhower has said repeatedly that 
he would introduce another reinsurance bill, pos- 
sibly amended, and that may be expected, despite 
the fact that the Democrats helped to defeat the 
bill last session. In an address in New York City 
on Oct. 21, 1954, the President served notice that 
he would resubmit his reinsurance plan to the next 
Congress and promised that it would be “an im- 
portant part of a health program in the great gaps 
in the field of health.” He added that “we are 
years behind our potential achievement in the 
availability and adequacy of health services.” 

That same day, in one of her rare press con- 
ferences, Secretary Hobby said a task force of the 
Department of Health, Education, and Welfare 
would soon have a “clearer and better’ bill to 
present to the President. Asked about AMA ob- 
jections to the defeated reinsurance plan, Mrs. 
Hobby replied: “I very much hope that the AMA 
will see its way clear to support health reinsur- 
ance. We have the same objectives; the difference 
is only one of method.” At this press conference 
the Secretary confirmed what was pretty well 
known. She explained that with the social security 
structure vastly expanded during 1954 and with 
federal action in educational fields waiting on the 
results of the coming White House conference, her 
department would concentrate its attention on 
health legislation in the 84th Congress. She re- 
marked that social security coverage now is “<al- 
most as universal as it can be made.” 

Administration Objectives 

Also late in October, the administration’s ob- 
jectives were summarized by Nelson Rockefeller, 
Under Secretary of the Department of Health, 
Education, and Welfare. Describing ‘“‘our general 
ipproach to welfare,” Mr. Rockefeller said: “This 
idministration is irrevocably dedicated to promote 
‘he progressive expansion of the ‘general welfare’ 
is called for in the Constitution. It is inalterably 
ypposed to the liberty-eroding concept of an ever- 
‘xpanding ‘welfare state.’” Dealing specifically 
vith the medical issue, he declared that “we should 


never be content until every family in America can 
obtain the best of medical care, no matter how se- 
rious or how prolonged the sickness which strikes 
it.” Commenting on the administration’s reinsur- 
ance plan, in which “we still strongly believe,” he 
invited suggestions: ‘We hope others will come 
forward with suggestions to improve the reinsur- 
ance concept the administration proposed, for we 
believe that we cannot afford to stand still where 
the health of the people of this nation is involved. 
The whole field of health is under intensive study 
in connection with the administration’s legislative 
program for next year.” 

Next year is now this year, and the legislative 
wheels of the 84th Congress are beginning to grind. 
How this health program will fare under changed 
leadership in both the Senate and the House is, to 
say the least, problematic. Dr. Judd’s advice to 
physicians to understand government and know 
their way in and out of it would seem to be pe- 
culiarly timely. For them to follow this advice 
might be to attempt the impossible, but they have 
attained the unattainable before. 


Government Health Funds 
for Current Year 

A survey! recently completed shows what each 
agency of the federal government will have to 
spend this fiscal year (July 1954 - June 1955) on 
health and medical programs. The figure exceeds 
the $2 billion mark, for the estimated total for 
federal health, medical and related activities is 
no less than $2,141,681,661. This sum is being 
spent for various projects which range from multi- 
million dollar hospitals to maintenance of clinics. 
The programs are spread among more than a score 
of departments, independent agencies and com- 
missions. 

To make this total more meaningful, it exceeds 
by 8 per cent the $1,775,882,000 budgeted by the 
federal government last year for the same purpose. 
This 8 per cent over-all increase, however, does 
not include the 70 per cent of the Defense medical 
budget increase that the department estimates is 
chargeable to operating and construction costs, 
items not available last year under the accounting 
procedure then in use. This sum is equivalent to 
10 per cent of the $22,000,000,000 that represents 
the entire budget of the United States with de- 
fense security costs eliminated. 

In addition, this year’s total is approximately 
one-sixth of all the money spent in any way for 
medical and health items in this country annually, 
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including the cost of drugs, dental care, pharma- 
ceutical items, and drug store sundries. The De- 
partment of Commerce estimates the total United 
States health bill at $12,000,000,000. 

This survey covers every medical cost item 
that could be found in the federal budget or dis- 
covered through inquiries at the Bureau of the 
Budget and the individual agencies and depart- 
ments. The Department of Defense of course re- 
ceives the largest proportion of these funds 
$845,487,500, or 39 per cent. The Veterans Ad- 
ministration follows with $748,738,563, or 35 per 
cent. The Department of Health, Education and 
Welfare is third with $395,754,000, or 18 per cent. 
None of the other 18 participating agencies re- 
ceives more than | per cent of the remainder. The 
health funds the federal government is spending 
during the current fiscal year represent quite a 
sizable sum and an appreciable increase over the 
last fiscal year. 


1. Special Report No, 23, Oct. 21, 1954, \metrican Medical 
Association Washington office. 


Nurses Now on Duty 
Number Four Hundred Thousand 


Approximately 400,000 nurses now are on active 
duty in the United States. This figure represents 
an increase of 16,000 in five years. The estimate, 
taken from a recent Public Health Service survey, 
includes 231,000 hospital nurses, an increase of 15 
per cent in four years. In addition, there are 74,- 
000 private duty nurses, 35,200 nurses working in 
physicians’ offices, 25,300 public health nurses; 
14,000 industrial nurses; 8,200 nurse educators, 
and 1,900 in a variety of other fields. 

The ratio of nursing personnel to patients to- 
day is at an all time peak, 74 per hundred. Never- 
theless, Surgeon General Scheele stated that the 
need for nurses justifies the present annual stu- 
dent nurse recruitment goal of 55,000. This need 
reflects an increasingly health-conscious public ex- 
pecting nursing care commensurate with the great 


progress of American Medicine. 
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American Medical Education Foundation 
How interested are you in keeping American 
medical education free? Your medical school 
needs your financial assistance, and this is the 
month in which the 1955 fund-raising campaign 
gets under way. On January 23 the Fourth An- 
nual Meeting of the American Medical Education 
Foundation state chairmen will be held at the 
Sheraton Hotel in Chicago. There discussions will 
be held and ideas will be exchanged with a view 
to prompt launching of the 1955 campaign for 
funds. Dr. Jack Q. Cleveland of Miami is state 
chairman for the Florida Medical Association. 

In mid-November, the Foundation for the third 
consecutive year mailed a direct appeal for contri- 
butions to the subscribers to the Journal of the 
American Medical Association. Enclosed was a 
folder which pointed up income tax savings one 
may make by giving a contribution to the Founda- 
tion. Many members of the Association visited 
the Foundation’s exhibit at the Eighth Clinical 
Session of the American Medical Association, held 
in Miami in late November and early December, 
where they were apprised of the latest facts and 
figures. 

As of November 1 the Foundation’s income had 
exceeded one million dollars during 1954. Since 
Jan. 1, 1954 the number of contributions received 
had reached 15,800, the total at that time amount- 
ing to $1,023,313, compared with 15,414 gifts to- 
taling $960,859 during the same period in 1953. 
In the remaining eight weeks of the year efforts 
were made to reach a goal of $1,200,000 by De- 
cember 31. 

The supplement to the AMEF Annual Report 
for 1953 lists 46 Florida contributors to the Foun- 
dation, the sum contributed totaling $3,073. Dur- 
ing 1953, the Foundation received 18,176 contri- 
butions amounting to $1,089,962. In addition. 
record is made of physicians who financially as- 
sisted medical education during that year by send- 
ing their donations directly to the medical schools. 
Florida physicians numbered 445, the amount 
contributed being $12,651. Complete figures indi- 
cate that 29,132 physicians contributed $1,369, 
137 directly to the nation’s 79 approved medica! 
schools during 1953. Florida doubtless has made 
a better showing in 1954, and as the movement 
gathers momentum, will do even better this year 
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Animal Venoms Conference 

The International Conference on Animal Ven- 
oms was held in Berkeley, Calif., late last month 
in conjunction with the annual meeting of the 
American Association for Advancement of Science. 
Comprising the program were some 60 papers pre- 
sented by outstanding experts from all over the 
world. They covered the zoologic, chemical, phar- 
macologic and therapeutic aspects of this broad 
subject. 

A key paper, entitled “Venom Research: A 
Challenge to the Various Sciences,”’ was presented 
by C. B. Pollard, Ph.D., Professor of Chemistry 
at the University of Florida and Consulting Toxi- 
cologist to the Alachua General Hospital in Gaines- 
ville and the Morton Plant Hospital in Clearwater. 
Dr. Pollard is well known to Florida physicians 
for his research and has several times been a co- 
author of articles published in The Journal. 

In this paper, Dr. Pollard reviews his work on 
the toxicology of snake venoms, particularly oj 
the crotalids. He also emphasizes the necessity 
for cooperation of effort in the fields of chemistry, 
biochemistry, physics, hematology, pathology, im- 
munology, and medical therapeutics, especially 
serotherapy, for accumulation and evaluation of 
data on venoms. 

Physicians of Florida should note that he par- 
ticularly stresses the importance, to the researcher 
as well as to the clinician, of accurate and de- 
tailed case histories of patients hospitalized for 
treatment of envenomation. In addition, he re- 
views the evidence on the efficacy of Antivenin. 

All of the contributions to the program of this 
conference will be published in due time. 


New Orleans Graduate Medical Assembly 

The eighteenth annual meeting of the New 
Orleans Graduate Medical Assembly will be held 
March 7-10, 1955, headquarters at the Municipal 
Auditorium. 

Eighteen outstanding guest speakers will par- 
ticipate, and their presentations will be of interest 
to both specialists and general practitioners. The 
program will include fifty-four informative discus- 
sions on many topics of current medical interest, in 
addition to clinicopathologic conferences, sympo- 
sia, medical motion pictures, scientific exhibits, 
round-table luncheons and technical exhibits. 


The Assembly has planned another interesting 
postclinical tour to follow the 1955 meeting in 
New Orleans. On Saturday, March 12, a party 
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composed of doctors and their families will leave 
New York for Europe via Pan American World 
Airways “President Special.” The itinerary in- 
cludes France, Italy, Germany, Denmark, Sweden 
and England, and arrangements have been made 
for medical programs in these countries. The tour 
ends in England, and the group will return to New 
York, sailing April 7 from Southampton on the 
“S. S. Liberte,” or by Pan American World Air- 
ways. 

Details of the New Orleans meeting and the 
postclinical tour are available at the office of the 
Assembly, Room 103, 1430 Tulane Ave., New 
Orleans 12. 


Southern Medical Association 
Forty-Eighth Annual Meeting 
St. Louis, November 8-11, 1954 

The St. Louis Medical Society was host to the 
Forty-Eighth Annual Meeting of the Southern 
Medical Association held in that city, Nov. 8-11, 
1954. Many Florida physicians were present and 
took part in the activities of the meeting. There 
are more members of the Southern Medical Asso- 
ciation from Florida and Texas than from any 
other states. 

Members of the Florida Medical Association 
who presented scientific exhibits were: Drs. Carlos 
P. Lamar, Miami; James F. Lyons, Coral Gables; 
and Carl H. Davis, Miami. 

Dr. Walter W. Sackett Jr. of Miami, chairman 
of the Section on General Practice, gave his chair- 
man’s address at a meeting of this group. Dr. 
James F. Lyons also spoke before a meeting of 
this section. At a joint meeting of the Sections 
on Medicine and on Pathology, Dr. George T. 
Harrell Jr. of Gainesville presented a paper. Dr. 
Gretchen V. Squires of Pensacola was secretary of 
the Section on Pathology. 

Dr. Donald F. Marion of Miami spoke at a 
meeting of the Section on Gastroenterology. Dr. 
Marion and Dr. Marvin G. Flannery, also of Mi- 
ami, took part in a panel discussion before this 
group. 

Dr. J. Maxey Dell Jr. of Gainesville presented 
a paper before the Section on Radiology, of which 
Dr. Charles McC. Gray of Tampa was secretary. 
At the meeting of the Section on Dermatology and 
Syphilology Drs. Joseph A. J. Farrington of Jack- 
sonville and Morris Waisman of Tampa _ were 
speakers. 
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Dr. James F. Lyons presented a paper before 
the Section on Industrial Medicine and Surgery. 
Dr. Philipp R. Rezek of Miami spoke before a 
meeting of the Section on Surgery. Dr. Donald 
W. Smith of Miami was secretary of this section. 

At a meeting of the Section on Gynecology, Dr. 
Harold H. Ring of Chattahoochee was a speaker, 
and Dr. Richard C. Forman of Coral Gables spoke 
before a meeting of the Section on Obstetrics. Drs. 
Louis M. Orr and Miles W. Thomley of Orlando 
spoke before a meeting of the Section on Urology 
of which Dr. Milton M. Coplan of Miami was 
secretary. 

Drs. Curtis D. Benton Jr. of Fort Lauderdale 
and Sherman B. Forbes of Tampa presented pa- 
pers before the Section on Ophthalmology. 

The Southern and Central Electroencephalo- 
graphic Societies met conjointly with the Section 
on Neurology and Psychiatry. At this meeting 
Dr. Paul H. Jenkins of Daytona Beach presented 
a paper. Drs. Milton M. Coplan and Richard M. 
Fleming, both of Miami, spoke at a meeting of 
the Southern Society of Cancer Cytology which 
met conjointly with the Southern Medical Associ- 
ation. 

The American Therapeutic Society also met in 
St. Louis at this time. Members of the Association 
who spoke at this meeting were Drs. Kenneth 
Phillips, Miami, and George T. Harrell Jr., Gain- 


esville. 


Registration 


CHATTAHOOCHEE: Harold H. Ring. CORAL GA- 
BLES: Richard C. Forman, James F. Lyons. DAYTONA 
BEACH: Hugh Crawford, Paul H. Jenkins. FORT LAU- 
DERDALE: Curtis D. Benton Jr., Roland F. Fisher, W. 
Dotson Wells. GAINESVILLE: Alva T. Cobb Jr., J 
Maxie Dell Jr., George T. Harrell Jr. JACKSONVILLE: 
Joseph A. J. Farrington, Ivan Isaacs, F. Gordon King, 
Lauren M. Sompayrac, Edward C. Watt, Donald P. White 
Jr. KEY WEST: Wallace H. Mitchell. LAKE WOR1TH: 
Alva L. Rowe. 

MIAMI: Reuben B. Chrisman Jr.; Milton M. Coplan, 
Edward W. Cullipher, DeWitt C. Daughtry, Marvin G. 
Flannery, Richard M. Fleming, Forrest H. Foreman, Walter 
C. Jones, Carlos P. Lamar, Donald F. Marion, E. Sterling 
Nichol, Kenneth Phillips, Donald W. Smith, Joseph S. 
Stewart. OCALA: Robert E. Thompson. ORLANDO: 
Chas. J. Collins, John E. Crews, Byrne E. Taylor, Robert 
L. Tolle, Miles W. Thomley. PENSACOLA: Gretchen V. 
Squires, Raymond B. Squires. TAMPA: Chadbourne A. 
Andrews, Oliver F. Deen Jr., Sherman B. Forbes, Charles 
McC. Gray, Neal J. Phillips, Morris Waisman. WEST 
PALM BEACH: C. Jennings Derrick, Theodore Norley. 
WINTER PARK: Ruth S. Jewett. 
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Highlights of Miami 
A.M.A. Clinicai Meeting 

In Miami last November 29 at the opening 
session of the Eighth Clinical Meeting of the 
American Medical Association, President Walter 
B. Martin of Norfolk, Va., declared that “medi- 
cine belongs to the people” and physicians are 
“merely the purveyors” of medical care. Their 
obligation to the people, he added, “goes beyond 
our own private practice and into the community,” 
and he stressed the importance of “continued 
effort to meet the medical needs of the low income 
and other noninsurable groups.” Miami’s Dinner 
Key Auditorium was the scene of this annual win- 
ter meeting, which was held for the first time in 
the Southeast. The four day meeting continued 
through December 2. Registration on the third 
day approximated 3,200 physicians, 3,500 guests 
including residents, interns, nurses and others, and 
900 exhibitors and their guests, the grand total 
at that time exceeding 7,500. The Dade County 
Medical Association outdid itself in the role of 
host, and the Florida Medical Association was 
happy to join with this distinguished component 
society in welcoming and taking pride in having 
this great gathering in their midst. 

Other speakers at the opening session were 
Mr. Seaborn P. Collins, National Commander of 
the American Legion, Mrs. Oveta Culp Hobby, 
Secretary of Health, Education, and Welfare, and 
Mr. Edwin J. Faulkner, President of the Wood- 
men Accident and Life Company of Lincoln, Neb. 
Remarking that “we are citizens first and doctors 
and veterans second,” Mr. Collins urged removal 
of the veterans’ medical care issue “from the area 
of name-calling and propaganda.”’ The American 
Legion, he declared, neither expects nor wants the 
government to give carte blanche entitlement to 
medical care to all veterans. He expressed will- 
ingness to appoint qualified Legion representatives 
on a committee to take part in joint Legion- 
A.M.A. study of veterans’ hospitalization. Later, 
the Board of Trustees appointed a committee, con- 
sisting of Dr. Elmer Hess, Dr. David Allman and 
Florida’s own Dr. Louis M. Orr, to meet with the 
Legion on the issue of veterans’ medical care. 


In presenting the case for the Eisenhower ad- 
ministration’s health reinsurance proposal, Mrs. 
Hobby said: “The health reinsurance proposal 
represents what we believe to be a necessity. It 
offers opportunity for self help without subsidy.” 
In the opinion of Mr. Faulkner, however, the rein- 
surance program “would be foredoomed to disap- 
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point its proponents.” Voluntary health insurance, 
he declared, can bring satisfactory protection “to 
practically all of our people” without a federal 
reinsurance program. 

Among the major subjects of discussion and 
action by the House of Delegates were geriatrics, 
medical ethics, internships, grievance committees, 
hospital accreditation, osteopathy, the doctor draft 
law, state-subsidized medicine, and malpractice in- 
surance problems. A new geriatrics unit was es- 
tablished with a view to improving and advancing 
the medical care rendered to people of the older 
age group. The Principles of Medical Ethics were 
amended with regard to patents and copyrights. 
The report of the Ad Hoc Committee on Intern- 
ships was referred to the Council on Medical Edu- 
cation and Hospitals as a source of valuable 
guidance. 

In order to improve efficiency and maintain 
high standards in the operation of grievance or 
mediation committees, the House asked the Board 
of Trustees to appoint a committee to study and 
report on recommended standards for the oper- 
ation of such services. To resolve certain problems 
pertaining to hospital inspections, the Secretary 
of the American Medical Association was directed 
to request that the Joint Commission on the Ac- 
creditation of Hospitals supply a copy of the letter 
of notification regarding the results of the survey 
of each hospital to the hospital administrator, to 
the chief of the professional staff and to the chair- 
man of the governing board of the hospital. Since 
studies on the osteopathic situation and on mal- 
practice insurance were not complete, considera- 
tion of these matters was held in abeyance until 
the June 1955 meeting. 

The House adopted a policy statement disap- 
proving extension of the ‘Doctor Draft Law’ after 
June 30, 1955. It expressed confidence in the 
ability of the Board of Trustees and its Council on 
National Defense to handle properly any new 
situation which may develop in regard to this 
highly complex and involved problem, and urged 
them “to make recommendations to the Depart- 
ment of Defense at the earliest possible time for 
a more permanent solution to the problem, giving 
special attention to the further development of a 
career medical corps with adequate compensation 
therefor.” 

State-subsidized medicine proved to be the 
most controversial issue at the Miami meeting. 
\ resolution on “Policy on Medical Practice by 
Tax Supported Medical Schools,” introduced by 
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the Mississippi State Medical Association, was re- 
ferred, without approval or disapproval, to the 
Council on Medical Service, which is currently 
studying the various aspects of this subject. 

The awarding of a citation to the American 
Medical Association for pioneering in helping to 
bring educational television to the American pub- 
lic was a feature of the closing session of the 
House of Delegates. James Keller, chairman of 
the Miami Citizens Committee for Educational 
Television, made the presentation on behalf of the 
National Citizens Committee for Educational 
Television, and President Martin accepted the 
award. 

At the same session, the American Medical 
Education Foundation received from the Utah 
State Medical Society a check for $10,355 to aid 
in relieving the financial plight of the nation’s 
medical schools. Dr. Louis H. Bauer, the founda- 
tion’s president, received the contribution and an- 
nounced that a check for $1,000 had been received 
from the Southern Medical Association. 

An important announcement of the Board of 
Trustees concerned the appointment of a 13 mem- 
ber commission to make a comprehensive survey 
of the various types of plans through which the 
American people receive medical services. Dr. 
Leonard W. Larson of Bismarck, N. D., heads this 
commission, which will begin work at once and 
will require at least a year to complete its survey. 

The honor of being the host city for the annual 
Clinical Meeting, which was Miami’s in 1954, goes 
this year to Boston and next year to Seattle. Phil- 
adelphia was the choice for 1957, although invi- 
tations also were received from Denver, Detroit, 
Mexico City and Washington, D. C. 


Registration 


APALACHICOLA: Photis J. Nichols. APOPKA: 
Joseph L. Akerman. ARCADIA: Frank J. Liddy, An- 
thony D. Migliore. AVON PARK: Carl J. Larsen. 
BARTOW: Alfred S. Massam, John H. Miller, Chester 
H. Murphy, Janet B. Sutton. BAY PINES: Edward 
I. Melich, BELLE GLADE: Wilbert O. Norville. 
BRADENTON: Lowrie W. Blake, Roderic O. Jones, 
John S. Neill, Harvey C. Pauley Jr., Millard P. Quillian, 
Willett E. Wentzel. BRANFORD: Edward G. Haskell 
Jr. BUNNELL: John M. Canakaris.s CLEARWATER: 
Raymond H. Center, Helen L. T. Dexter, Robert L. Neil. 

COCOA: Thomas C. Kenaston. CORAL GABLES: 
John C. Ajac, A. Daniel Amerise, Raymond T. Anderson, 
Ira K. Brandt, Charles R. Burbacher, Henry H. Caffee, 
Philip J. Chastain, J. Kenneth Cole, Edward H. Cowell, 
Virginia L. Cowell, Anna A. Darrow, Franklin J. Evans, 
Richard C. Forman, George R. Gage, Glenn H. Heller, 
Frank W. Hewlett, Leonard I. Hodges, Charles F. Hudson, 
John A. Hughes, Jim S. Jewett, Harry D. L. Kaye, Robert 
P. Keiser, James F. Lyons, C. Howard McDevitt Jr., Bur- 
ton T. Meadows, Jerome A. Megna, George A. Mitchell, 
Joseph R. Morrow, R. Sam Mosley, Wesley S. Nock, 
William S. Piper, Frederick P. Poppe, Warren W. Quillian, 
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Howard B. Russman, T. D. Sandberg, Irvin Seaman, Ben 
J. Sheppard, Eugene H. Silverstone, William P. Smith, 
Rollin D. Thompson, Martiele Turner, Karl W. Vetter, 
William L. Wagener Jr.. A. Wm. Wallace, Arthur H. 
Weiland, Hillard W. Willis, Bernard Yesner. CRESCENT 
CITY: Bernard E. Kane. 

CRYSTAL RIVER: William B. Moon. DANIA: 
Fred E. Brammer. DAYTONA BEACH: Fred H. AI- 
bee Jr., Hugh Crawford, Achille A. Monaco, L. Roland 
Young. DELRAY BEACH: Martin E. Buerk, Graham 
W. King Jr., James R. Nieder, Thomas Whitehead. 
EUSTIS: C. McK. Tyre. EVERGLADES: Edward 
J. Eckel. FERNANDINA BEACH: Cecil B. Brewton. 
FORT LAUDERDALE: Edward A. Abbey, Louis L. 
Amato, Miles J. Bielek, Julius F. Boettner, Oliver C. 
Brown, Russell B. Carson, Forest W. Cox, Alfred E. 
Cronkite, Frank Denniston, James W. Dickey Jr., Burns 
A. Dobbins Jr., George R. Dornberger, Frederick J. Dris- 
coll, Robert L. Elliston, Richard L. Foster, Donald H. 
Gahagen, Walter J. Glenn Jr., Francis Haberman, George 
Hamerick Jr., Benjamin F. Hart, Rudolph W. Heath, 
Anne L. Hendricks, Garland M. Johnson, William H. 
Kirkley, M. Austin Lovejoy, Lloyd U. Lumpkin, Richard 
A. Mills, Robert U. Moersch, Claus A. Peterson, George 
T. F. Rahilly, Vincent V. Smith, Curtis H. Sory, Charles 
L. Wadsworth, LaVere G. White, Scottie J. Wilson. 

FORT MYERS: James L. Bradley, Harry Fagan Jr., 
William H. Grace, H. Quillian Jones. FORT PIERCE: 
Alfred J. Cornille, Hugh B. Goodwin Jr., Richard F. Sin- 
nott. FRUITLAND PARK: John B. Seeds. GAIN- 
ESVILLE: Henry J. Babers Jr., James M. McClamroch. 
GULFPORT: James M. Neill. HALLANDALE: Max- 
well M. Hartman. HIALEAH: James W. Andrews, Van 
M. Browne, Leon S. Eisenman, Eli Galitz, William C. 
Hutchison, Elizabeth K. Lovejoy, Albert W. McCorkle, 
Stanley J. Ruzow, Charles L. Shalloway. 

HOLLYWOOD: Dale T. Anstine, Alexander H. Blue- 
stone, Arthur Brill, Manuel G. Carmona, Bertram J. 
Frankel, Anthony C. Galluccio, Robert R. Harriss, John 
R. Hege Jr., Royle B. Klinkenberg, Louis J. Novak, 
Jacob A. Rosof, Bernard B. Seltzer, Ernest E. Serrano, 
Herbert J. Simon, Randall W. Snow. HOMESTEAD: 
Joseph H. Shain. JACKSONVILLE: Risden T. Allen, 
Sullivan G. Bedell, James L. Borland, Edward Canipelli, 
Cornelia M. Carithers, Hugh A. Carithers, Joseph L. 
Chilli, Silas M. Copeland, Samuel M. Day, Lawrence E. 
Geeslin, Albert V. Hardy, Edward Jelks, Samuel R. 
Lamb, Thomas H. Lipscomb, Joseph J. Lowenthal, Char- 
les F. McCrory, Matthew E. Morrow Jr., Seymour Morse, 
Lorenzo L. Parks, George I. Raybin, C. Burling Roesch, 
Clarence M. Sharp, Wilson T. Sowder, Walker Stamps, 
Sidney Storch, Samuel M. Wells, J. Frank Wilson. 

KEY WEST: Edward Gonzalez, Ralph Herz, Her- 
man K. Moore. LAKELAND: Jere W. Annis, James 
R. Boulware Jr., John E. Daughtrey, Louis J. Polskin, 
John W. Vaughn. LAKE WALES: Willard E. Manry 
Jr. LAKE WORTH: Leonard W. Appleby, Carl M. 
Pults, Arthur T. Rask, Alva L. Rowe, A. Scott Turk. 
MARATHON: Elmer J. Ejisenbarthh MELBOURNE: 
Oswald A. Holzer, Theodore J. Kaminski. 

MIAMI: Lawrence Adler, Julius Alexander, Lassar 
Alexander, Ralph F. Allen, James L. Anderson, Lauren L. 
Andrews, Norman S. Angel, Edward R. Annis, Roger J. 
Arango, Samuel Aronovitz, William G. Aten, Harold P. 
Auslander, Hubert A. Barge, Ernest R. Barnett, Martin S. 
Belle, Harry E. Beller, Aaron Bernstein, Maurice Blinski, 
Abraham Bolker, William K. Boros,: Robert J. Boucek, 
John C. Branham, Emanuel H. Bresler, David Brezin, 
Earlsworth C. Brunner, John E. Burch, Reuben N. Burch, 
O. Whitmore Burtner, James A. Campbell, Meredith F. 
Campbell, Bruce D. Carroll, Gerard F. Carter, Chester 
Cassel, Turner E. Cato, Silas E. Chambers, John G. Ches- 
ney, Reuben B. Chrisman Jr., Isaac B. Cippes, Marcus B. 
Cirlin, Richard C. Clay, Benjamin Coleman, George D. 
Conger, Francis N. Cooke, Maurice P. Cooper, Milton M. 
Coplan, Vincent P. Corso, Edward W. Cullipher, DeWitt 
C. Daughtry, David Davidson, Carl H. Davis, Harold E. 
Davis, Michael P. DeBoe, John E. Dees, Lydia A. De- 
Vilbiss, John W. Dix, Percy L. Dodge, L. Washington 
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Dowlen, Otto S. Dowlen, Adolph E. Drexel, John G. 


DuPuis. 

Howard K. Edwards, Herbert Eichert, Lee W. Elgin, 
Wm. H. Ellis, Byron D. Epstein, Bruce M. Esplin, Ray- 
mond L. Evans, Frederick E. Farrer, Robert F. Farring- 
ton, Leon R. Feldman, George Ferré, Nicanor Ferrer, 
James E. Fischer, Willard L. Fitzgerald, Emmett T. Fitz- 
patrick, Marvin G. Flannery, Richard M. Fleming, M. 
Jay Flipse, Roger J. Forastiere, Forrest H. Foreman, Wm. 
H. Forthman, Sidney Fox, Tom R. Gammage, Hollis F. 
Garrard, Samuel Gertman, Aron N. Gillman, George Git- 
telson, Francis W. Glenn, Herman Glassman, Edwin F. 
Gouldman, J. Raymond Graves, Harrien W. Gray, James 
J. Griffitts, Leo Grossman, Etheridge J. Hall, Morton M. 
Halpern, Daniel O. Hammond, Morton L. Hammond, 
John V. Handwerker Jr., Fuad Hanna, Henry C. Hardin 
Jr., Robert M. Harris, Benedict R. Harrow, Maurice E. 
Heck, Ella M. Hediger, Francisco A. Hernandez, M. S. 
Hernandez, Blas C. Herrero, John R. Hilsenbeck, Bruce 
M. Hogg, Claude D. Holmes Jr., James W. Holmes, Wil- 
liam M. Howdon, R. Spencer Howell, Jack Humphreys, 
James J. Hutson. 

Emil M. Isberg, William H. Izlar, Ralph W. Jack, 
Truxton L. Jackson, Joseph T. Jana Jr., Paul S. Jarrett, 
Edwin J. Jensen, Edward G. Jeruss, Manuel E. Jimenez, 
James K. Johnson, Samuel H. Johnson, Walter C. Jones, 
Ferdinand H. Kauders, Jack J. Kaufman Jr., Christian 
Keedy, Jack Keefe 3rd, Theodore C. Keller, Paul Kells, 
Alexander I. Kernish, Daniel Kindler, Ralph E. Kirsch, 
David Kirsh, Erna K. Klass, Morris E. Kuckku, Alexander 
Kushner, George E. Lacy, Carlos P. Lamar, George W. 
Lawson, Frederick LeDrew, Robert M. Lee, Louis Lem- 
berg, Lee W. Lerner, Alfred G. Levin, Nathaniel M. Levin, 
Morris J. Levine, George D. Lilly, Simon M. Lipton, 
George Lister, Wm. D. Lithgow, A. Buist Litterer, Joseph 
Lomax, Manuel C. Lores, Robert O. Lyell. 

John J. McAndrew, Archie McCallister Jr., E. Norton 
McKenzie, Jack A. McKenzie, Wm. W. McKibben, Nor- 
man W. McLeod Jr., Robert A. McNaughton, James K. 
McShane Sr., James K. McShane Jr., Martin P. Mahrer, 
Plumer J. Manson, Stanley Margoshes, Donald F. Marion, 
Isidore Marx, John H. Mason, Lawrence R. Medoff, 
Matthias P. Meehan, Perry D. Melvin, James H. Mendel 
Sr., Claude G. Mentzer, Hyman Merlin, Allan K. Michael- 
son, Robert F. Mikell, John D. Milton, Leon H. Mims 
Jr., Harry M. Moore, C. Russell Morgan Jr., Albert H. 
Mouradian, Alfred J. Nadler, Norman Nash, S. Robert 
Nash, Leo L. Nastasi, Florence Nathanson, Elwin G. Neal, 
Jacob Neber, Samuel Neustein, E. Sterling Nichol, Frank 
O. Nichols, Donald H. Nixon, James J. Nugent, Russell 
K. Nuzum Jr., Benjamin G. Oren. 

Samuel W. Page Jr., Raymond E. Parks, Mary C. 
Patras, Frazier J. Payton, Colquitt Pearson, Homer L. 
Pearson Jr., Nelson T. Pearson, Max Pepper, Maxine R 
Perdue, Irwin Perlmutter, Roland F. Phillips, Robert C. 
Piper, Edwin P. Preston, James H. Putman, John R. 
Ramey, Harold Rand, Jack O. W. Rash, Homer A. Reese, 
Lawson S. Rentz, W. Carlton Rentz Jr., Maurice Rich, 
John R. Richardson, Julian A. Rickles, Samuel J. Roberts, 
George W. Robertson III, James G. Robertson, Reuben 
Rochkind, Hunter B. Rogers, Charles Rosenfeld, Manning 
J. Rosnick, Bernard D. Ross, John S. Rossi, Robert L. 
Roy, John K. Rozum, Frank G. Ruhl Jr., Ruth W. Rum- 
sey, Lyle W. Russell, Thomas N. Ryon, Walter W. Sackett 
Jr., S. Marion Salley, Ralph S. Sappenfield, Milton S. Sas- 
law, Chaffee A. Scarborough, Oden A. Schaeffer, John M 
Schultz, Joseph W. Scott, Harold M. Silberman, John T 
Smedley, Donald W. Smith, Federico A. Smith, James H 
Smith, Parke G. Smith, Harold W. Snodgrass, John W 
Snyder, John A. Speropoulos, Robert T. Spicer, Donald G 
Stannus, William Steinman, Irving Stemerman, A. Leste! 
Stepner, Theodore R. Stevens, Franz H. Stewart, Joseph 
S. Stewart, Chauncey M. Stone Jr., Richard F. Stover. 
Richard E. Strain, Theodore R. Struhl. 

Joseph E. Thomas, Kelly C. Thomas, James I. Thorne. 
Walter R. Tobin, Frank W. Trombly, John P. Turk Jr.. 
Herbert W. Virgin Jr., Harrison A. Walker, Isaac N 
Weinkle, Philip Weinstein, Robert C. Welsh, Kenneth S 
Whitmer, William Wickman, Edward H. Williams, George 
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Williams Jr., Oliver P. Winslow Jr., Louis J. Wisch, 
Arthur W. Wood Jr., Frank M. Woods, Leo S. Wool, Jack 
L. Wright, Scheffel H. Wright, Corren P. Youmans, Iva 
C. Youmans, Paul A. Zimmerman, Leo A. Zuckerman. 

MIAMI BEACH: Mortimer D. Abrashkin, Sevmour 
L. Alterman, Bernhard Baer, Herman Boughton, Judd R. 
Breakstone, Raymond Breitbart, Elliott C. Cohen, Her- 
man Cohen, Victor Dorf, Rudolph E. Drosd, Maurice I. 
Edelman, Howard A. Engle, David W. Exley, I. Leo Fish- 
bein, Harold H. Fox, Elias Freidus, N. Stuart Gilbert, 
Lewis G. Glueckauf, Milton S. Goldman, Bernard Good- 
man, Max Gratz, Robert J. Grayson, Irvin M. Greene, 
Jesse O. Halpern, Abraham R. Hollender, Paul K. Jenkins, 
Valentine E. Jenkins, Lewis L. Julien, Saul H. Kaplan, 
Sherman R. Kaplan, Harold S. Kaufman, Bernard S. 
Kleinman, Samuel B. Kleinman, Mathew W. Kobak, 
Maurice Kovnat, Victor H. Kugel. 

Wilfred Lansman, Andrew J. Leon, George N. Leon- 
ard, Maurice Lev, Leo M. Levin, Sanford Levine, Alexan- 
der Libow, Charles Lippow, Rose E. P. London, Seymour 
B. London, Joseph H. Lucinian, Irwin H. Makovsky, 
Leon H. Manheimer, Meyer B. Marks, Marvin L. Meitus, 
Morton B. Morgan, David A. Nathan, Harry Needelman, 
Cayetano Panettiere, Julius R. Pearson, Jean J. Perdue, 
Paul Plotkin, Benjamin G. Pollock, Francis A. Reed, Paul 
S. Roland, Maurice J. Rose, Herman G. Rosenbaum, 
Alexander E. Rosenberg, Edward Roth, Leonard G. 
Rowntree, Jack A. Rudolph, Stanley E. Schwartz, Sol E. 
Selevan, Randolph Shevach, Charles Stein, Guy R. Stod- 
dard, S. Montague Stone, John H. Tanous, Earl R. 
Templeton, Efton J. Thomas, Nicholas A. Tierney, Rene 
A. Torrado, M. P. Travers, Leonard L. Weil, William S. 
Weinkle, S. Charles Werblow, Charles B. Wigderson, Mel- 
vin Wolkowsky, Daniel H. Zimmerman, Maurice Zimmer- 
man, Nelson Zivitz. 


MIAMI SHORES: Robert A. 


Jesse C. McMillan, 
Mayer, Carl M. Midkiff. MIAMI SPRINGS: Joseph 
C. Frell, Clyde T. Thompson. MOUNT DORA: Fred 
A. Vincenti. NAPLES: James A. Craig, Earl S. Davis, 
Ethel H. Trygstad, Reidar Trygstad. NORTH MIAMI: 
George F. Bicknell, Charles F. Biggane, Valentine Bloch, 
George R. McClary, Mario V. Scandiffio, Ludwig M. 
Ungaro, Charlotte K. Wilkins. NORTH MIAMI BEACH: 
Raymond W. Healy. OCEANWAY: William E. Lamb. 
ORLANDO: Benjamin L. Brock, Warren A. Brooks, 
Russell V. Douglas, Eugene L. Jewett, Harold W. John- 
ston, William H. Kelley, Lawrence H. Kingsbury, Solomon 
D. Klotz, Jackson W. Landham, Morton Levy, Duncan T. 
McEwan, James A. McLeod, Meredith Mallory, John 
G. Marsh, John P. Michaels, Pleasant L. Moon, Louis M. 
Orr, George P. Schanck Jr., Joseph G. Seltzer, Charles R. 
Sias, Philip F. Simensky, Joseph L. Stecher, Alfred S. 
Stevenson, W. Dean Steward, Sam N. Sulman, Leroy M. 
Sutter, Jack P. Ward. 

ORMOND BEACH: BB. Arthur Smith, Orin R. Yost. 
PAHOKEE: Ernest C. Johnson Jr. PALM BEACH: 
Fred E. Manulis, Walter G. Robinson, Herman G. Rose. 
PANAMA CITY: William C. Roberts, C. W. Shackel- 
ford. PASS-A-GRILLE: George O. Gundersen. PEN- 
SACOLA: Edward F. Aarons Jr, Herbert L. Bryans. 
POMPANO: George S. McClellan. POMPANO BEACH: 
Frank L. Mikes. PORT ST. JOE: Albert L. Ward. 
RIVIERA BEACH: Frank M. Hewson Jr., Robert Y. 
Wheelihan. ST. AUGUSTINE: S. Raymond Cafaro, 
James J. DeVito, Vernon A. Lockwood, Hardgrove S. 
Norris, J. J. Spencer, A. Clark Walkup. 

ST. PETERSBURG: Arnold S. Anderson, Russell C. 
3ane, Elmer B. Campbell, Harry R. Cushman, Chas. L. 
“arrington, Rodes C. Garby, Clifford D. Hartman, Paul 
5. Herr, Douglas W. Hood, William E. Kendall, Robert 
Ml. Kilmark, Francis H. Langley, Irwin S. Leinbach, Whit- 
van C. McConnell, James K. McCorkle, James H. Mc- 
‘ae, Frank L. Price, John P. Rowell. SANFORD: Terry 
‘ird, J. Clifford Boyce, Wade H. Garner. SARASOTA: 
ohn M. Butcher, George M. Coggan, Michael A. Di- 
osola, Cecil E. Miller, Melvin M. Simmons. SEBRING: 
eldon W. Martin. SOUTH MIAMI: Henry H. Bryant 
II, Robert V. Edwards, Charles D. Ettinger, James H. 
fendel Jr., James A. Vaughn Jr., Phyllis P. Vaughn, 
ranklyn E. Verdon. STUART: John M. Gunsolus, 
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Paul S. O’Brien. SURFSIDE: C. J. Galinvaux, Samuel 
N. Tippett. TALLAHASSEE: Russell L. Anderson, 
Laurie L. Dozier, George H. Garmany, Francis T. Holland, 
J. Elizabeth Jeffress) TAMPA: Frank S. Adamo, Rich- 
ard A. Bagby, Robert J. Davis, Celestino G. Fernandez, 
Elsie M. Gilbert, H. Phillip Hampton, Douglas D. Mar- 
tin, James N. Patterson, Roy F. Saxon Jr., Marshall E. 
Smith, Mason Trupp, J. Maxwell Williams Jr., Robert W. 
Withers. VENICE: Talmadge S. Thompson. 

VERO BEACH: John P. Gifford, B. Bowman Guerin, 
Erasmus B. Hardee, Kip G. Kelso. WEST PALM 
BEACH: Willard F. Ande, James R. Anderson, Robert 
V. Artola, Clarence L. Brumback, W. Wellington George, 
Richard S. Gill, Frederick K. Herpel, W. Ambrose McGee, 
David W. Martin, Walter R. Newbern, Theodore Norley, 
Ralph M. Overstreet Jr., Cecil M. Peek, James E. Robin- 
son Jr., Raymond S. Roy, James R. Sory, James C. 
White. WINTER GARDEN: John J. Scanlon. WINTER 
PARK: Ruth S. Jewett, Walter B. Johnston. 


Graduate Medical Education 

The three day course in Hematology given at 
the George Washington Hotel in Jacksonville on 
Nov. 18-20, 1954, was presented by the Depart- 
ment of Medicine of the Graduate School of the 
University of Florida in cooperation with the 
Florida Medical Association and the State Board 
of Health. The total attendance was 71. This 
Seminar was highly specialized, presenting the 
most recent knowledge on hematology as well as 
laboratory technic in this field. Dr. William 
Dameshek of Boston, who is_ internationally 
known in the field of hematology, arranged the 
program. He was assisted in its presentation by 
Dr. Z. D. Komninos of Boston, Dr. James N. Pat- 
terson of Tampa, and Dr. John B. Ross of Jack- 
sonville. 

Details of the two day Seminar on Cardiovas- 
cular Diseases to be offered Feb. 17-18, 1955, are 
in the process of preparation. Among the instruc- 
tors who have accepted a place on the program 
are Dr. George T. Harrell Jr., Dean and Professor 
of Medicine of the College of Medicine of the 
University of Florida; Dr. Henry T. Bahnson, 
The Johns Hopkins Hospital, Baltimore, and Dr. 
James W. Culbertson, Director, Cardiovascular 
Research Laboratories, State University of Iowa 
University Hospitals, lowa City. 


The time has been set for the twenty-third an- 
nual Short Course for doctors of medicine. This 
course will be given at the George Washington 
Hotel in Jacksonville on June 20-24, 1955. Among 
the faculty who have already accepted are Dr. 
Wilburt C. Davison, Dean of Duke University 
School of Medicine, Durham, N. C., and Dr. Hans 
Lowenbach, Professor of Psychiatry, Duke Uni- 
versity School of Medicine, who will return to give 
the lectures on psychiatry. 
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OTHERS ARE SAYING 


A Medical School Graduation Address 
Never Delivered 

Last June, several thousand young medics re- 
ceived their diplomas after listening to graduation 
exercise addresses. These usually vary from the 
long-winded to the short-and-sweet, and from the 
boresome recitation of cliches to the succinct and 
stimulating. Such excerpts as we have read from 
the current crop ran the gamut of the afore- 
mentioned. 

We wonder sometimes why these orators do 
not tell these kids the whole truth. It’s true, 
a young physician should have the ideals and 
precepts of honesty, integrity, scientific zeal, 
and all the other utopic, hippocratic attributes 
held up before him in glowing, even baroque, 
fashion. We would not for one minute deny these 
esteemed gentlemen this oratorical or histrionic 
type of presentation, when called upon to make 
graduation addresses — it is their big moment, 
and it should be an equally big moment for en- 
forced listeners. 

And yet, there is such a paucity in these 
speeches of a few cardinal facts of life for young 
physicians. Why doesn’t some great man, in ad- 
dressing a medical school graduating class, tell 
them the one or two words which mean more to 
patients, literally, than all the factors which the 
orators emphasize, reemphasize and overem- 
phasize? 

Every patient wants an honest doctor, al- 
though it sometimes takes months or years for 
a community to find a physician is dishonest. 
Every patient wants a practitioner of impeccable 
integrity, yet, a reputation of integrity may be 
blasted suddenly in a community after years 
spent in building it. Every patient wants a 
thorough, scientific zealot for a personal physi- 
cian, and is offended many times with “brush-off, 
production-line” methods. Yet these points in a 
graduation address could quite well be handled 
with mimeographed handouts. 


But, of what possible benefit to the patient 
are these attributes, even to a superlative degree, 
if the patient can’t obtain a physician at all, or, 
when needed? All the scientific skill, all the 
honesty, all the integrity, all the everything, 
hallowed and sublimated by the graduation ora- 
tor, are as nothing to the patient as the two 
qualities, dependability and availablity. 

These are the two qualities, little-advertised, 
little-exploited by the orators, but of these is the 
secret essence of a completely successful practice; 
these kids should be told! 

Vincent T. Williams, M.D. 
—Missouri Medicine, September 1954 


Why a Medical Society 


“No class of men needs friction so much as 
physicians; no class gets less. The daily round 
of a busy practitioner tends to develop an egoism 
of a most intense kind, to which there is no anti- 
dote. The few set-backs are forgotten, the mis- 
takes are often buried, and 10 years of successful 
work tend to make a man touchy, dogmatic, in- 
tolerant of correction, and abominably self-cen- 
tered. To this mental attitude the medical soci- 
ety is the best corrective, and a man misses a 
good part of his education who does not get 
knocked about a bit by his colleagues in discus- 
sions and criticisms. 

The very marrow and fitness of books may 
not suffice to save a man from becoming a poor. 
mean-spirited devil, without a spark of fine pro- 
fessional feeling, and without a thought above 
the sordid issues of the day. 

“The promotion and dissemination of medica 
knowledge throughout the state remains our im 
portant function. Physicians as a rule have les: 
appreciation of the value of organization thar 
the members of other professions. In large cities 
weakness results from the breaking into cliques 
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and coteries, the interests of which take prece DEATHS 


dence over others of wider and more public char- 
acter. Jealousies and misunderstandings are not 
unknown, and there is a baneful individualism — 
every man for himself — a centrifugalizing influ- 
ence against which the society is and has been 
the only enduring protest. 

“The man who knows it all and gets nothing 
from the society reminds one of that little dried- 
up miniature of humanity, the prematurely senile 
infant, whose tabetic marasmus has added old age 
to infancy. Why should he go to the society and 
hear Dr. Jones on the gastric relations of neuras- 
thenia when he can get it so much better out of 
the works of Einhorn or Ewald? He is weary of 
seeing appendices, and there are no new pelvic 
viscera for demonstration. It is a waste of time, 
he says, and he feels better at home, and perhaps 
that is the best place for a man who has reached 
this stage of intellectual stagnation.” 

Counsels and Ideals from the Writings of Wil- 
liam Osler — Bulletin of the Los Angeles Medical 
Association, October 21, 1954 


Times Change — Or Do They? 


One often hears the expression, ““My, how 
times change,” but after glancing through a recent 
issue of the Illinois State Medical Society’s News- 
Letter I wonder if times change as much as we 
sometimes are led to believe. 

Someway, somehow, Dr. Harold Camp, secre- 
tary of the Illinois society, came up with this 
quote from Dr. Robert Boal of Peoria, which was 
published in 1882: 

“The amenities of professional intercourse, and 
the obligations of medical men toward each other 
and the public, were perhaps better observed in 
1850 than now. Then the doctor, next to the min- 
ister, was the trusted friend and counselor of 
every family to whom he ministered. He shared 
their joys, soothed their sorrows, and every pass- 
ing year added to and cemented the attachment 
and affection between them. Now the doctor is 
regarded more in the light of a tradesman or me- 
chanic, and is employed from the same considera- 
tion that a grocer, tailor or shoemaker is. The 
strong ties of gratitude and affection have almost 
ceased to exist. Relationship is now placed upon a 
mere commercial basis, and for this the profession 
is more to blame than the public.” 

—A.M.A. Secretary's Letter, October 5, 1954 





Deaths — Non-Members 
Middlebrooks, William E., Panama City 
Kennedy, Wm. C., Florence, Ala. veers Aug. 26, 1954 


July 2, 1954 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Andrews, James W., Hialeah 

Balg, Joseph, Miami Beach 

Beeson, James D., Jacksonville 

Boucek, Robert J., North Miami Beach 

Branham, John C., Miami 

Brashear, Billy, Gainesville 

Burke, Charles H., Jacksonville 

Cohen, Herman, Miami Beach 

Dexter, Helen L. T., Clearwater 

Feaster, B. Lynn Jr., St. Petersburg 

Fechtel, Albert T., Jacksonville 

Gilliland, Charles H., Gainesville 

Goss, Albert S. Jr., Jacksonville 

Grunthal, Leonard H. Jr., Jacksonville 

Hagel, Donald R., Jacksonville 

Harrell, George T. Jr., Gainesville 

Kelly, Walter C., Jacksonville 

Lane, John G. Jr., Jacksonville 

Lichtblau, Philip O., West Palm Beach 

McCain, James R., Jacksonville 

McClary, George R., North Miami 

Page, George E., St. Petersburg 

Perry, Benjamin F. Jr., Leesburg 

Richmond, H. John, Lake Worth 

Root, Samuel W., Jacksonville 

Rozum, John K., Miami 

Seaman, Irvin, Coral Gables 

Shashy, Robert A., Jacksonville 

Skyer, Roslyn, West Palm Beach 

Snodgrass, Harold W., Miami 

Stephens, John A., Jacksonville 

Stone, Chauncey M. Jr., Miami 

Sullivan, Edward J. Jr., Jacksonville 


Vihlen, Frederick E., Homestead 
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STATE NEWS ITEMS | 





The Florida Association of Neurology and 
Psychiatry held its fall meeting in Wakulla 


Springs, November 13 and 14, with approximately 


18 members in attendance. Dr. Robert H. Mick- 
ler of Tallahassee reported on the clinical aspects 
of the polio epidemic in Leon County. Mr. Wil- 
liam Frates of Miami, president of the Florida 
Mental Health Association, presented the program 
of legislation in the field of mental health. 
a 
The 1955 Alumni Postgraduate Convention 
sponsored by the Alumni Association of the School 
of Medicine of the College of Medical Evangelists 
will be held in Los Angeles, February 15-17, ac- 
cording to Dr. William F. Quinn, general chair- 
man of the convention’s governing board. Out- 
standing lectures, panel discussions, and luncheon 
panel meetings, along with refresher courses, sci- 
entific and technical exhibits, and women’s activi- 
ties will be featured. The convention is geared 
primarily to the needs of general practitioners. 
The convention will be preceded by two days of 
refresher courses on the College’s Los Angeles 
campus at the White Memorial Hospital. For fur- 
ther details write Walter B. Crawford, Managing 
Director, 316 North Bailey St., Los Angeles 33. 
vw 
The National Eclectic Medical Association will 
hold its One Hundred and Seventh Annual Meet- 
ing in Miami Beach, May 17-19, 1955. The 
meeting will be held at the Sans Souci Hotel. Dr. 
J. Dillard Workman of Live Oak is president of 
the association. 
Sw 
The Seventh Annual Meeting of the American 
Academy of Forensic Sciences will be held in the 
Biltmore Hotel, Los Angeles, Feb. 17-19, 1955. 
The programs of the Academy meetings are geared 
to stimulate interest in medicolegal problems. For 
further information write Dr. W. J. R. Camp, 
University of Illinois College of Medicine, 1853 
W. Polk St., Chicago, secretary, or Dr. Frederick 
D. Newbarr, 109 Hall of Justice, Los Angeles 12, 
Chairman of Local Committee on Arrangements. 
a 
Drs.. Joseph J. Lowenthal and Irvin C. 
Schneider of Jacksonville attended a course in 
Recent Advances in Internal Medicine at the 
Pratt Diagnostic Clinic, Boston. 


Dr. Anthony J. Barranco of Lake Wales has 
been appointed assistant surgeon for the Seaboard 
Airline Railroad. 

pa 

Dr. John E. Burch of Miami represented the 
local cerebral palsy clinic at the Fifth Annual 
United Cerebral Palsy Convention in Washing- 
ton, D. C., in November. 

ya 

Drs. Lee H. Darby and Lawrence M. Hughes 
of New Smyrna Beach, and William W. Schil- 
decker of Daytona Beach took part in a panel dis- 
cussion on the public relations aspect of a drive 
such as the cancer fund drive, at the Eighth Dis- 
trict Meeting of the Florida Division of the Amer- 
ican Cancer Society in New Smyrna Beach on 
November 3. 

ya 

Dr. Amsie H. Lisenby of Panama City has 
been reappointed to membership on the State 
Board of Medical Examiners by Acting Governor 
Charley E. Johns. 

v4 

Drs. Joseph L. Selden Jr. and John S. Stewart 
of Fort Myers reported on the need of a tumor 
clinic for that city at the annual board meeting 
of the Lee County Chapter of the American Can- 
cer Society recently. Officers named were Dr. 
Stewart, medical chairman; Dr. Selden, area di- 
rector;, and Dr. George D. Hopkins II, medical 
vice chairman. 

ya 

Dr. Ira K. Brandt of Coral Gables spoke be- 
fore the Gamma Epsilon Chapter of Beta Sigma 
Phi in November. His subject was nephrosis and 
what is being done by the Greater Miami Chapter 
of the National Nephrosis Foundation to combat 
this disease. 

ya 

Dr. Robert E. Rothermel of St. Petersburg 
spoke on proposed changes in the health depart- 
ment fields for the state before the Clearwater 
Mental Health Association meeting on November 
8. Dr. Rothermel is Pinellas County Health Di- 
rector. 

ya 

Dr. Mason Romaine III of Jacksonville ad- 
dressed the Junior League of that city on De- 
cember 7. 
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Dr. Edward R. Annis of Miami spoke to a 
luncheon meeting of the American Academy of 
Periodontology at the Empress Hotel, Miami 
Beach, in November. The meeting was held in 
connection with the meeting of the American Den- 
tal Association in that city. 


Pa 


Dr. George T. Harrell Jr. of Gainesville served 
as moderator of a panel for the American College 
of Cardiology held at the Third Interim Scientific 
Meeting of the college in Miami, November 11-13. 


Pa 


Dr. Joseph W. Eversole of Jacksonville spoke 
at a meeting of the Duval Medical Center Aux- 
iliary on November 4. He discussed smoking and 
its relationship to cancer. 


a4 


Dr. Robert F. Mikell of Miami addressed the 
Parents of the Blind, Inc., of South Florida on 
November 10. He spoke on early training of a 
blind child and medical progress in the preven- 
tion of retrolental fibroplasia. 

4 


Dr. Anthony C. Galluccio of Hollywood has 
been named representative director-at-large of the 
Broward County Tuberculosis and Health Asso- 
ciation to the State Association Board. He suc- 
ceeds Dr. Donald H. Gahagen of Fort Lauderdale 
who resigned recently. 


Pa 


Dr. Bruce M. Hogg of Miami spoke on the 
‘Health Fair for the Public,” at a meeting of the 
Dade Business and Professional Women’s Club 
on November 3. 

a4 

Dr. Alfred P. Seminario of St. Petersburg has 
returned to his practice after taking a postgrad- 
uate course in the treatment of fractures at the 
Massachusetts General Hospital, Boston. The 
course, sponsored by the Harvard Medical School, 
is held annually. 

4 

Drs. William W. Schildecker and George H. 
McSwain of Daytona Beach have returned from 
New York after taking a week’s postgraduate 
studies on cancer at Memorial Hospital. 

-— 2 

Drs. Richard P. Thompson and Rothwell C. 
Polk of Jacksonville attended the Southeastern 
States Cancer Seminar held in Miami recently. 
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Dr. Ludo von Meysenbug, formerly of Day- 
tona Beach, has moved his practice to 216 New 
Haven Ave., Melbourne. 

4 

Dr. Raymond H. Center of Clearwater was 
recently paid tribute by the Clearwater Lions 
Club. November 9 was designated *Dr. Raymond 
H. Center Day” in honor of the doctor who served 
as governor of the International District there in 
1949 and 1950. 

a4 

Dr. Joseph A. Gibson of Bradenton spoke on 
the advancement in surgery from the days of the 
War Between the States to the present time at a 
recent meeting of the Judah P. Benjamin chapter, 
United Daughters of the Confederacy. 

a2 

Dr. George T. F. Rahilly of Fort Lauderdale 
spoke on “Sewers for Health” at a meeting of the 
Fort Lauderdale Branch of the American Asso- 
ciation of University Women in November. 

ea 

Dr. S. Roy Higginbotham Jr. of Tampa has 
returned to his practice after attending a medical 
clinic in Baltimore in November. 

a4 

Drs. Andrew J. Jesacher and Edward M. Lan- 
ger of Sarasota attended the American College of 
Physicians Postgraduate Course at the College of 
Virginia, Richmond, on October 11. 

24 

Dr. Henry J. Vomacka of Sarasota has re- 
turned to his practice after attending the one-week 
course sponsored by the American Society of 
Anesthesiology in Cincinnati. 

a 

Dr. Joshua C. Dickinson of Tampa, President 
of the American Roentgen Ray Society, attended 
the fortieth annual meeting of the Radiological 
Society of North America, held in Los Angeles, 
Dec. 5-10, 1955. 

a 

Dr. Curtis D. Benton Jr. of Fort Lauderdale 
has been appointed instructor in ophthalmology 
for the 1955 meeting of the American Academy 
of Ophthalmology and Otolaryngology. He will 
teach a course in ‘Refraction: Handling the Dif- 
ficult Patient.” 

4 

Dr. Walter W. McCorkle, formerly of Day- 
tona Beach, has moved his office to 1822 23rd 
Ave., Vero Beach. 
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The Florida State Board of Health announces 
that they have two free pamphlets available for 
distribution to practising physicians for use with 
diabetic patients. ‘“‘When Your Doctor Says You 
Need Insulin” and “‘When Your Doctor Says You 
Should Test Your Urine” are simply written, 
clearly and profusely illustrated. These pamphlets 
may be obtained by writing to the Division of 
Health Information, Florida State Board of 
Health, Jacksonville. 

Zw 


The American Otorhinologic Society for Plas- 
tic Surgery announces its first Seminar in Plastic 
Surgery of the Head and Neck to take place in 
Miami Beach at the Sans Souci Hotel, Jan. 24-28, 
1955. 

Sw 

Dr. James V. Freeman of Clearwater attended 
the Regional Meeting of the Federal Civil Defense 
Administration, Region 3, Thomasville, Ga., which 
was held in Atlanta, Ga., on December 15. He 
represented the Association in his capacity as 
chairman of the Committee on Emergency Medi- 
cal Service. 
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The annual University of Florida Midwinter 
Seminar in Ophthalmology and Otolaryngology 
will be held again this year in Miami Beach. The 
dates are January 17 to 22, the lectures on Oph- 
thalmology being scheduled for Monday, Tuesday 
and Wednesday, January 17, 18 and 19, and those 
on Otolaryngology for Thursday, Friday and Sat- 
turday, January 20, 21 and 22. As for several 
years past, the headquarters will be the Sans 
Souci Hotel. 


The Florida Society of Ophthalmology and 
Otolaryngology will hold its annual midwinter 
convention at the Sans Souci Hotel in Miami 
Beach on Wednesday afternoon, January 19, 1954. 
The usual informal banquet will follow at 8 p.m. 
Registrants of the Midwinter Seminar in Ophthal- 
mology and Otolaryngology, which meets con- 


currently, are privileged to attend. 


_Aanouncing The Eighteenth Annual Meeting of 
THE NEW ORLEANS GRAD UATE MEDICAL ASSEMBLY 


Conference Headquarters - Munici pal Auditorium - March 7-10, 1955 


GUEST SPEAKERS 

Donald H. Stubbs, M.D., Washington, D. C. 
Anesthesiology 

Marcus R. Caro, M.D., Chicago, Ill. 
Dermatology 

Joseph B. Kirsner, M.D., Chicago, Il. 
Gastroenterology 

Willis E. Brown, M.D., Little Rock, Ark. 
Gynecology 

Tinsley R. Harrison, nae Birmingham, Ala. 
Internal Medicin 

Donald W. Seldin Mi. D., Dallas, Tex. 
Internal Medicine 

William A. Sodeman, M.D., Columbia, Mo. 
Internal Medicine 

Leonard T. Furlow, M.D., St. Louis, Mo. 
Neurosurgery 

Thaddeus L. Montgomery, M.D., Philadelphia, Pa. 
Obstetrics 


F. Bruce Fraiick, M.D., Ann Arbor, Mich. 
Ophthalmology 

George J. Garceau, M.D., Indianapolis, Ind. 
Orthopedic Surgery 

Jerome A. Hilger, M.D., St. Paul, Minn. 


Otolaryngology 

William Boyd, M.D., Toronto, Canada 
Pathology 

Louis K. Diamond, M.D., Boston, Mass. 
Pediatrics 

H. Dabney Kerr, M.D., Iowa City, Iowa 
Radiology 

B. Marden Black, M.D., Rochester, Minn. 
Surgery 

Charles B. Puestow, M.D., Chicago, Il. 
Surgery 

Hugh J. Jewett, M.D., Baltimore, Md. 
Urology 


LECTURES, SYMPOSIA, CLINICOPATHOLOGIC CONFERENCES, ROUND- TABLE LUNCHEONS, MEDICAL 
MOTION PICTURES, SCIENTIFIC EXHIBITS AND TECHNICAL EXHIBITS. 
(All-inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO EUROPE BY PLANE AND SHIP 
Departure from New York, March 12 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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COMPONENT SOCIETY NOTES 








Dade 


The regular meeting of the Dade County 


Medical Association was held on December 7. 


Duval 


The Duval County Medical Society held its 
regular monthly meeting on December 7. 


Manatee 


The Manatee and Sarasota County Medical 
Societies held their Annual Seminar in Sarasota, 
December 4-10. This Seminar was originally in- 
troduced as a review for the busy practitioners of 
this area. The material presented this year was 
general in nature, but with the primary emphasis 
on geriatric problems. A panel from the Mayo 
Foundation conducted the Seminar. 


Marion 


The annual seafood supper of the Marion 
County Medical Society was held at the Magnolia 
Lodge on Nov. 16, 1954. A special guest was Dr. 
Duncan T. McEwan of Orlando, F.M.A. Presi- 
dent. 


Pinellas 


Dr. J. M. Ingram Jr. of Tampa was guest 
speaker at the regular meeting of the Pinellas 
County Medical Society on December 6. His 
subject was “Occult Obstetrical Rupture of the 
Uterus.” 


Mr. Claude M. Andrews, State Director of 
Vocational Rehabilitation Service, spoke on the 
Service at the January 3 meeting of the Society. 


Polk 


The Polk County Medical Society held its 
regular meeting and a social hour and dinner in 
Winter Haven on November 10. 


Sarasota 


The Sarasota County Medical Society and the 
Manatee County Medical Society presented their 
Annual Seminar at the Orange Blossom Hotel in 
Sarasota in December. The Seminar was re- 
vived this year, not having been held for the past 
wo years. The primary emphasis this year was 
m geriatric problems, and a panel from the Mayo 
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Foundation conducted the Seminar. It was ap- 
proved for credit for postgraduate study by the 
American Board of General Practice. 


Volusia 


Dr. Robert G. Neill of Orlando was guest of 
honor and principal speaker at the meeting of the 
Volusia County Medical Society on November 9. 
He described in detail the mechanism of the skull 
and brain injury and modern methods of treat- 
ment. 


WANTED — FOR SALE | | 


Advertising rates for this column are $5.00 per | 
insertion for ads of 25 words or less. Add 20c for 
each additional word. 








INTERNIST: 34, American Board, Florida Licen- 
sure, University Hospital training five years, veteran, 
married, desires association with internist or group. 
Write 69-125, P.O. 1018, Jacksonville, Fla. 





INTERNIST-ALLERGIST: Desires association or 
group. University training. Age 45. Florida license. 
Priority IV. Available immediately. Consider any 
opening. Write 69-135, P.O. Box 1018, Jacksonville, 
Fla. 














In Viewing the VA Medical Program... 





VA patient load as of a given —" 


January 31, 1952 | 





36,699 or 35% 





| 
Pi | service connected 
| 





ya |non-service connected 70,910 or 65% 


Li : - o 
~ \ 9.652 @ 134% 20.217 @ 0.2% 32,04) o 46.2% 
TA 4 

| 


107,609 or 100% 





While the VA lists its patient load on a given day 
as 35% service-connected, only the long-range view 
of admissions and discharges over a year’s time gives 
a truly accurate picture of the service-connected 
load (only 15.4%). This ‘“‘discrepancy’’ appears 
because the VA’s listing of 35% on a daily basis 
is not affected by the yearly turn-over of patients— 
the ratio of VA patients remaining to those treated 
and discharged (1 to 5.1). Over a period of a yea;. 
84.6% of VA patients are treated for disabilities 
incurred after—and having no relationship to— 
military service. 
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Abbott Laboratories 
All American Casualty Company 
Allen’s Invalid Home 
American Meat Institute 
Ames Company, Inc. 
Anclote Manor 
Anderson Surgical Supply Co. 
Appalachian Hall 
Audivox, Inc. 
Ayerst Laboratories 
Baker Laboratories, Inc. 
Ballast Point Manor 
The Bayer Company 
Bilhuber-Knoll Corporation 
W. Guy Black 
Brawner’s Sanitarium 
Brown & Williamson Tobacco Corp. 
Central-Ethex, Inc. 
Ciba Pharmaceutical Products 
Convention Press 
Corn Products Sales Company 
Paul B. Elder Company 
Electrophot Laboratory Division 
Fazio Laboratories, Inc. 
Fresh’nd Aire Company 
Geigy Pharmaccuticals 
Gencral Electric Co., X-Ray Dept. 
Gencral Foods Corporation 
Guild of Prescription Opticians of 
Florida 
Arthur Guinness Son & Co., Inc. 
Hall Brothers Agency, Inc. 
Highland Hospital 
Hill Crest Sanitarium 
Keleket X-Ray of Florida 
S. A. Kyle 
Lakeside Laboratories 
Lederle Laboratories 
Eli Lilly & Company 
P. Lorillard Co. 

Mead Johnson & Company 
The Medical Protective Company 
Medical Supply Company of Jacksonville 
Miami Medical Center 
Miami Sanatorium and Neurology Institute 
The Nestlé Company, Inc. 
Parke, Davis & Company 
Pennsylvania Life, Health & Accident 
Insurance Company 
Pfizer Laboratories 
Picker X-Ray Corporation 
Riker Laboratories 
J. B. Roerig and Company 
Schering Corporation 
G. D. Searle & Co. 

Sharp & Dohme, Inc. 

E. R. Squibb & Sons 
Stone Mountain Manor 
Sun-Ray Park Health Resort 
Surgical Supply Company 
Tucker Hospital, Inc. 
United Insurance Company of Illinois 
United States Brewers Foundation, Inc. 
The Upjohn Company 
Valentine Company, Inc. 
Westbrook Sanatorium 
Whittaker Laboratories, Inc. 
Wine Advisory Board 
Winthrop-Stcarns, Inc. 
Wycth, Inc. 
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BEST WISHES for a Successful 


and Prosperous New Year. 


AND TO YOU also our sincere 
thanks for your patronage dur- 
ing 1954. 


YOUR recognition of our Journal 
has helped us to produce a pub- 
lication worthy of its place in 
medical literature. 


OUR MEMBERS have found your 
advertisements informative and 
helpful in the securing or pre- 
scribing of accepted products 
and services during the past year. 


CERTAINLY they will continue 
to patronize the concerns whose 
advertisements appear regularly 
in our pages. 


THE JOURNAL OF 
THE FLORIDA MEDICAL 
ASSOCIATION 


























J. Frortpa, M.A. 
January, 1955 


Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 
of a variety of clinical conditions characterized by 
vertigo and is recognized as a standard 

for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have estabiished 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “disease or abnor- 
mal stimuli”* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.), It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 





The site of Dramamine’s action is probably in the 
labyrinthine structure. 








*Swartout, R., III, and Gunther, K.: “‘Dizziness:” Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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Mrs. Joseru J. Daversa, Program........ W. Palm Beach 
Mrs. S. James Beare, Public Relations....... lacksonville 
Mrs. Necson A. Murray, Rev. & Resolutions . .Jacksonville 
Mrs. | ee RoGers Jr., Southern Med. Aux......... Cocoa 


Mrs. Ratpu S. Sarpenrietp, Student loan Fund.. Miami 
Mrs. T. Bert Frercuer Jr., Today’s Health. . Tallahassee 
Mrs. Lucien Y. Dyrenrorru, Am. Med. Ed. 
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Mrs. James N. l’arrerson, Doctors’ Day.......... Tampa 
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Members Actively Supporting 
Auxiliary Projects 


STUDENT LOAN FuND: Mrs. Ralph S. Sappen- 
field, Miami, reports that we have on hand for 
consideration several applications for loans of 
matching funds to our county auxiliaries with 
which to supplement their help to students need- 
ing assistance who desire to enter nurses training. 
We are hoping to accept these applications in the 
near future. Six years ago our state student loan 
fund was changed to include nurses training loans, 
and since that time we have helped many nurses to 
start and complete their training. Each year $200 
is added to this fund from our budget which is 
made up of the dues paid the state Auxiliary by 
the members. Money is now being returned to us. 
and in the near future we hope to make this fund 
a revolving fund without further monies being 
added to it. 

In evaluating the need for this project, we 
kept a close eye on the nurse recruitment exhibit 
of the A.M.A., F.M.A. and D.C.M.A. auxiliaries 
at the Health Fair for the Public, held in Miami 
from December 2 through December 5. The in- 
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quiries on nursing averaged about 200 per day for 
registered nurse information and about 100 per 
day for practical nursing courses. The last day 
(Sunday) we had about 450 inquiries on courses 
for registered nurses and about 150 for practical 
nursing courses. Many of those inquiring asked 
about the possibility of scholarship and loans. Ex- 
perience and our belief in the ability of people to 
obtain education for themselves has led us to 
require our money be spent on loans rather than 
scholarships. Studies have shown that more nurses 
finish training when they have borrowed money 
than when they have been given it as scholarships. 

NuRSE RECRUITMENT: Mrs. Augustine S. 
Weekley, Tampa, was in charge of a district meet- 
ing of the Future Nurses Clubs in District C in 
October —a most successful meeting with more 
than 100 high school students who are members of 
Future Nurses Clubs in this Medical District 
taking part. She is now in the process of planning 
for the state meeting of Future Nurses Clubs 
under the sponsorship of the state Auxiliary, this 
state meeting to be held March 18-19. The exhibit 
of the A.M.A. auxiliary on nurse recruitment has 
had its initial showing in Miami at the Health 
Fair for the Public and will be set up in Snow 
Hall at the Florida State Fair, February 5-19. 


New Future Nurses Clubs are springing up in high 
schools all over the state. The two newest re- 
ported to us are in Fort Lauderdale and Coral 
Gables. Reports from these clubs show that they 
serve a dual purpose — giving the high school 
student guidance for entrance into nurses school 
with an orientation as to what to expect when she 
enters, and, secondly, weeding out many students 
who have wanted to be nurses but who find out 
more about it and decide they don’t want to enter 
training. This second purpose keeps our nurses 
training schools filled with girls who are more apt 
to finish their training, thus increasing the number 
of graduates. Mrs. S. James Beale, Jacksonville, 
as chairman of Public Relations, has been in 
charge of the project of renovating the living 
rooms at the Brewster Duval School of Nursing 
in Jacksonville. She is also in charge of our li- 
brary project there — one of bringing the library 
of technical books up to the needs for permanent 
accreditation and filling in with novels and other 
literature for the nurses. 
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Mrs. Beale reports great progress in her work 
at Brewster. Furniture is being slip covered, 
drapes hung, end tables and lamps bought to make 
the living room a place of comfort. Technical 
books are being bought with the money sent in 
from various auxiliaries throughout the state. A 
1902 novel was the latest in this library until the 
county auxiliaries started collecting books on 
travel, hobbies and good novels for the library. 

The nurse recruitment project really has four 
main phases: Establishment of Future Nurses 
Clubs and encouragement of career-seeking wom- 
en to go into nursing; establishment of as many 
accredited schools of nursing within the state as it 
is possible; maintenance of standards of schools 
so that they may remain accrediated; and encour- 
agement of nurses to take postgraduate work in 
preparation for a good faculty for our accredited 
schools. The above also indicates that we have 
added matching funds to encourage our counties 
to give loans to worthy and needy students. 

PuBLic RELATIONS: Through the generosity 
of the Florida Medical Association, a pamphlet en- 
couraging the purchase of good voluntary health 
insurance has been developed for distribution 
particularly to women. Over 5,000 of these were 
passed out to people at the Health Fair for the 
Public in Miami; more will be used for the 
Florida State Fair in Tampa, the Citrus Exposi- 
tion in Winter Haven and the Orange County Fair 
in Orlando. Distribution will also be made 
through members who will take them to their 
other organizations and pass them to the women 
there. 

The need for such a pamphlet has been proven 
by the number of people who stopped at the 
Health Fair for the Public to talk over their in- 
surance problems and to tell us of sad situations 
in which they had bought poor policies, not know- 
ing what to look for in a policy. The pamphlet 
that has been developed does not advocate any 
certain company or type of insurance but points 
out the hazards in buying insurance and the need 
to purchase insurance to fit the need of the indi- 
vidual or family to be covered. 

The activity of members in other of the Aux- 
iliary projects will be discussed in future articles. 
Needles to say, all auxiliary members realize that 
their first objective is to serve the Medical Asso- 
ciation of which they are the Auxiliary. All our 
projects are based on this service, and each serves 
medicine in one capacity or another. 

Mrs. Richard F. Stover, President 
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OBITUARIES 


Nonie Wilson Gable 


Dr. Nonie Wilson Gable of St. Petersburg died 
at his home in that city on Oct. 9, 1954. He was 
82 years of age. 


Born in Brooks, Ga., on April 4, 1872, Dr. 
Gable was educated in his native state. He re- 
ceived the degree of Doctor of Medicine from the 
Atlanta Medical College, now the Emory Univer- 
sity School of Medicine, where he was an honor 
graduate of the class of 1893. He then engaged in 
the general practice of medicine in Brooks and 
later in Griffin, Ga., until he came to St. Peters- 
burg in 1923. 


From 1929 until 1948, when the newly organ- 
ized County Health Department took over his 
duties, Dr. Gable served as medical examiner for 
the city of St. Petersburg. Upon his retirement 
from active practice four years ago, he had com- 
pleted 57 years in the practice of medicine; half 
of this period was spent in St. Petersburg. Locally, 
this veteran physician was a past president of the 
Lip Reading Club, and a member of the Lutheran 


Church and of Nitram Lodge No. 188, FXKAM. A 
Knight Templar and Shriner, he was affiliated 
with the Coeur-de-Lion Commandry and _ the 
Yoorab Temple Shrine, both of Atlanta, Ga. 


On Jan. 15, 1953, Dr. Gable was signally 
honored as a member of the Pinellas County 
Medical Society at a Medical Society and St. 
Petersburg Times Medical Forum, of which his 
son, Dr. N. Worth Gable, was an_ originator. 
Since 1929 Dr. Gable had been a member of the 
Florida Medical Association, holding honorary 
status since his retirement. He was also a member 
of the American Medical Association. 


In 1894, Dr. Gable and Miss Hulette Malone 
were united in marriage. Mrs. Gable died in 1950. 
Surviving are three sons, Dr. N. Worth Gable, Dr. 
Linwood M. Gable, and Hulette R. Gable, all of 
St. Petersburg; a grandson, Roderick W. Gable, 
and two great grandchildren, Linda and Deborah 
Gable, all of Atlanta; and a sister, Mrs. James 
I. Woolsey, of Brooks. 


(Continued on page 589) 
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(Continued from page 586) 


Louis Brown Bouchelle 


Dr. Louis Brown Bouchelle of New Smyrna 
Beach died at his home on Sept. 5, 1954, after a 
long illness. He was 84 years of age. 


The son of Louis B. and Sarah DeLoach 
Bouchelle, Dr. Bouchelle was born in Thomasville, 
Ga., on Sept. 17, 1869. He received his medical 
training at the Atlanta Medical College, now 
Emory University School of Medicine, and was 
awarded the degree of Doctor of Medicine by that 
institution in 1891. He then engaged in postgrad- 
uate work at McGill University in Montreal, 
Canada. 

In 1894, Dr. Bouchelle came to Florida and 
engaged in the general practice of medicine in 
New Smyrna Beach. For many years he was phy- 
sician for the Florida East Coast Railway and in 
a letter received after his death he received special 
commendation from Dr. V. A. Lockwood, that 
railroad’s chief surgeon, for his valiant service to 
the community during the war years. Although 
he had retired from active medical practice prior 
to World War II, he resumed practice when 
younger physicians were no longer available. Dur- 
ing World War I, he served as a lieutenant in the 


Army Medical Corps and afterward was active in 
organizing the American Legion and other patri- 
otic groups in his home city. 


At various times during the 60 years that he 
resided in New Smyrna Beach Dr. Bouchelle was 
active in the political, civic and business life of the 
community. This prominent physician was also 
a real estate broker and insurance agent. He 
served as a city councilman and county commis- 
sioner, founded two banks and operated a drug 
store. 


Dr. Bouchelle had long been a member and 
was a past president of the Volusia County Medi- 
cal Society. He became a member of the Florida 
Medical Association in 1902 and for 12 years had 
been a life member. He was also a member of the 
American Medical Association. 


Surviving are the widow, Mrs. Anne Sams 
Bouchelle, a member of a pioneer family in that 
section of Florida; one daughter, Mrs. Paul Wim- 
bish, of Miami Beach; one son, Anderson C. 
Bouchelle, of New Smyrna Beach, and many neph- 
ews and nieces. Another son, Louis B. Bouchelle 
Jr., died several years ago. 
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